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Ongeveer twaalf jaar geleden, op het eind van de zomer, wandelde ik met drie toenmalige collega’s 
een tocht van 100 kilometer door de Hoge Venen. Het was een intense belevenis, samen maar toch 
teruggeplooid op jezelf. Een aantal momenten staan in mijn geheugen gebrand. De onberoerde 
landschappen in de ochtendnevel, het stille stappen in het vochtige donker, de pijnlijke voeten en 
verzuurde spieren die mij halfweg de route parten begonnen te spelen, het stilletjes (en luidop) 
vloeken en uiteindelijk de voldoening na aankomst. 
Ook dit proefschrift was een uitdagende tocht, eentje met een bijzonder karakter. Op pad gaan 
zonder vooraf afstand noch eindpunt te kennen. Enkel de vage contouren van een idee als 
vertrekpunt. De route liet zich slechts bocht na bocht kennen, ging over onherbergzame paden, langs 
bebloemde weides en af en toe een vergezicht. Net zoals twaalf jaar geleden ging ook dit traject de 
voorbije vier jaar af en toe gepaard met verzuurde spieren en bij momenten met een luide oer-West-
Vlaamse vloek. 
De analogie tussen beide ervaringen noodzaakt mij om er - geprimed door de academia als ik 
inmiddels ben - enkele lessen uit te trekken. Les 1: Uitdagingen oefenen een bijzondere 
aantrekkingskracht op mij uit. Het onbekende, onbereikbare, trekt mijn onversneden aandacht. Een 
handige eigenschap als je een thema in de diepte wil gaan uitspitten. In dat opzicht waren de voorbije 
jaren aan de vakgroep bestuurskunde en publiek management een zegen. Ik had het voorrecht de 
tijd te krijgen om na te denken en ontdekte gaandeweg dat hoe meer ik nadacht en las, hoe minder 
ik wist. Dat frustreerde mij met regelmaat van de klok, het niet weten, niet dat nobelprijs winnende 
inzicht krijgen ondanks het cadeau van tijd en ruimte. Hoezeer beide tochten mij hebben 
aangetrokken van bij de start, toch kwam ik er ook telkens mijzelf tegen. Ik leerde mijn 
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mogelijkheden, maar ook mijn grenzen kennen. Les 2: Boven alles, ik had geen van beiden 
afgewerkt tot aan de eindmeet zonder medewandelaars of trouwe supporters. Ann, ik herinner mij 
de paden waarin je met mij mee wandelde, toen ik kilometers aan een stuk mijn frustratie over 
verzuring over je heen mocht storten. Het hielp mij uiteindelijk de aankomst te bereiken. Een 
conditio sine qua non. Twee keer. Met Mona en Otto stond je de voorbije jaren altijd klaar om mij 
te steunen. Dit doctoraat is daarom minstens even zeer jullie realisatie. Bedankt. Oprecht bedankt 
voor alles. 
Ook mijn promotoren en begeleidingscommissie hadden een cruciale rol in dit traject. Bram, Rudi, 
Claudia, Koen en Joris. De vele gesprekken en bijeenkomsten met jullie waren vaak 
sleutelmomenten waarop ik kon aftoetsen of ik nog de goede weg op ging, of mijn kompas nog in 
de juiste richting georiënteerd was. In het bijzonder ben ik Bram dankbaar om als promotor van 
begin tot eind in mij te blijven geloven. Dankbaar voor de vele bilateraaltjes die wij hadden waarin 
vaak knopen doorgehakt werden, het pad werd geëffend. 
Ben, Daphne, Raf, Vanessa, Evelien, jullie werden samen met de vele andere collega’s 
onvoorwaardelijke lotgenoten op deze academische tocht. Ik ben jullie oprecht dankbaar voor het 
samen lachen, de steun, de fijne babbels. ‘Bravid’, ook jullie rol valt niet te onderschatten. Het was 
fijn om de ‘apple-breaks’ tot een ware traditie te kronen van onze vakgroep. Het moment bij uitstek 
om met de collega’s bij te praten. Een nalatenschap waar ik samen met jullie trots op ben. Ook 
corona krijgt dit initiatief niet klein, daar twijfel ik niet aan.  
Dit alles was echter nog steeds schier onmogelijk zonder een schare vrienden die steeds als 
supporters aan de zijlijn klaar stonden om mij in de nodige steun en de onontbeerlijke afleiding te 
voorzien tijdens deze tocht. Bart en Freek, jullie zijn reeds lange tijd mijn vaste compagnons de 
route. Het praten, lachen, mijmeren bij een nieuwe muzikale ontdekking… Tientallen bladzijden 
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tekst waren nooit uit mijn pen gerold zonder de mentale ontspanning en de vele mooie avonden. 
Ruben, Elise, bedank voor de gezellige etentjes, want voeding op dit soort tocht is zoals jullie weten 
onontbeerlijk. Pieter en Silvie, het was een zegen om jullie als tochtgenoten mee te hebben. 
Dank ook aan mijn familie, mijn schoonmoeder Rosette, (schoon)zussen en (schoon)broers en in 
het bijzonder aan mijn ouders die mij doorheen mijn levenswandel steeds hebben gesteund in tal 
van interesses en keuzes die ik heb gemaakt. Van mijn vader erfde ik de kritische blik, het niet 
onvoorwaardelijk aanvaarden van wat wordt gezegd. Van mijn moeder de empathie die mij ook nu 
weer heeft gedreven om het onderwerp van dit proefschrift uit te diepen, in het belang van de vele 
personen met een handicap die finaal gebaat moeten zijn met dit soort denkoefeningen.  
 
Wouter 





“I'll take the spokes from your wheelchair 
And a magpie's wings 
And I'll tie them to your shoulders 
And your feet 
I'll steal a hacksaw from my dad 
Cut the braces off your legs 
And we'll bury them tonight 
Out in the cornfield” 
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Het beleid voor personen met een handicap heeft internationaal een grote verandering doorgemaakt. 
In een korte tijd werd het idee van ‘personalization van zorg’ in heel wat landen de dominante 
narratief. In essentie beogen beleidsmakers om het zorg- en ondersteuningsbeleid voor personen 
met een handicap om te schakelen van een aanbodgestuurde naar een vraaggestuurde praktijk. 
Persoonsvolgend financieringsbeleid is hier een van de meest uitgesproken illustraties van. In plaats 
van het subsidiëren van het zorgaanbod, kent de overheid de middelen toe onder de vorm van een 
persoonlijk budget aan de persoon met een ondersteuningsnood. Met dit budget kan de persoon zelf 
keuzes maken over hoe, waar en door wie hij ondersteund wordt. Het beleid moet leiden tot een 
efficiëntere, meer flexibele en minder paternalistische zorg. 
Dit doctoraat bestudeert de impact van deze paradigmashift in de zorg voor personen met een 
handicap met een focus op de implementatie en wat dit betekent voor de rol van de overheid. Hierbij 
wordt in het bijzonder aandacht besteed aan de drie belangrijke taken die de overheid in deze context 
opneemt: (1) het bieden van toegang tot zorg en ondersteuning, (2) het organiseren van een markt 
van zorg en (3) het bieden van kansen aan personen met een handicap en hun netwerk om keuzes te 
maken in de praktijk. 
De onderzoeksvragen zijn beantwoord aan de hand van diverse cases in een internationale context: 
Engeland en Nederland (hoofdstuk 2), Vlaanderen (hoofdstuk 3 en 5) en Zweden en Finland 
(hoofdstuk 4). De data voor dit doctoraat werd verzameld door middel van semi-gestructureerde 
expert-interviews met sleutelfiguren uit het beleid op diverse niveau’s (hoofdstuk 2 en 4). Daarnaast 




Na een algemene introductie, wordt in het eerste hoofdstuk dieper ingegaan op de concepten 
personalization en persoonsvolgende financiering en hoe dit beleid gekader kan worden in de 
veranderende rol van de betrokken centrale actoren en binnen de bredere bestuurskundige evoluties. 
In het eerste hoofdstuk zoomt dit proefschrift in op de rol van de overheid in persoonsvolgend beleid 
ten aanzien van de cliënt en zijn netwerk. De invoering van dit beleid is immers gestoeld op de 
gedachte dat het een betere toegang tot zorg biedt, die meer responsief is ten aanzien van de noden 
van de cliënt. De focus in dit hoofdstuk ligt met andere woorden op de toegankelijkheid van dit 
beleid voor gebruikers in de fase van het assessment en de toewijzing van de persoonsvolgende 
budgetten. Op basis van sleutelactoren uit het zorgbeleid voor personen met een handicap in 
Engeland en Nederland zijn in dit hoofdstuk een aantal noodzakelijke randvoorwaarden in beeld 
gebracht voor de implementatie van dit proces van toegang. 
Het tweede hoofdstuk gaat dieper op de rol van de overheid bij het organiseren van de toegang tot 
persoonsvolgende budgetten en bekijkt meer specifiek het samenspel van procedures met zorg op 
maat als doel en heel kwetsbare gebruikers, namelijk personen met een handicap in een situatie van 
misbruik en verwaarlozing. Dit onderzoek stelt vast dat huidige procedures te weinig zijn afgestemd 
op heel kwetsbare gebruikers. Het risico hiervan is dat, o.a. door een sterke standaardisering en 
desaggregatie, professionals minder in staat zijn om in te spelen op de noden van mensen in heel 
kwetsbare situaties doorheen het proces.  
In het derde empirisch hoofdstuk bekijken wij de rol van de overheid ten opzichte van de ‘markt 
van zorg’. Het idee van personalisatie gaat vaak samen met deïnstitutionalisering, meer bepaald de 
afbouw van het traditionele voorzieningenaanbod. Tegelijk wordt het beleid voor personen met een 
handicap steeds vaker decentraal uitgevoerd. De cases voor dit onderzoek zijn twee Scandinavische 
landen met verregaande ervaring met betrekking tot deïnstitutionalisering en met een sterke 
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decentrale traditie, Finland en Zweden. Dit onderzoek brengt op basis gespreken met kernactoren 
betrokken bij de implementatie, de implicaties in beeld voor de doelstellingen van personalization, 
namelijk zorg op maat en keuze. De bevindingen tonen dat deïnstitutionalisering en decentrale 
uitvoering niet per definitie leiden tot meer zorg op maat en wijzen op een belangrijke rol voor de 
overheid. 
Tot slot, bestudeert het laatste deel van deze dissertatie de rol van de overheid ten aanzien van de 
verhouding tussen zorgaanbod en de cliënt. In dit hoofdstuk wordt een van de kernassumpties van 
persoonsvolgende financiering door middel van een survey experiment getest. Meer bepaald, werkt 
keuze als instrument op een markt van zorg en ondersteuning? En zo ja, onder welke voorwaarden. 
Dit hoofdstuk besluit dat wij kunnen verwachten dat personen met een handicap en hun netwerk 
zich in zekere mate als cliënten op een markt van zorg zullen gedragen. Ontevredenheid omtrent de 
zorg verhoogt de intentie om te veranderen. Tegelijk stellen wij vast dat de mate waarin op 
ondersteuning gerekend kan worden ook een impact heeft op de keuze omtrent het zorgpakket.  
In de conclusie, het laatste hoofdstuk van deze dissertatie, maak ik een terugkoppeling van de 
bevindingen in de deelhoofdstukken en wordt gereflecteerd op de betekenis van deze resultaten voor 
bestuurskundige theorie. Tot slot reflecteert dit hoofdstuk omtrent de relevantie van de bevindingen 
voor beleid en praktijk. Drie van de vier empirische hoofdstukken van dit doctoraat zijn ook in meer 
uitgebreide versie verschenen als beleidsrapport voor het Steunpunt Welzijn Volksgezondheid en 





Policies for people with disabilities have undergone a significant change internationally. In a short 
period of time, the idea of 'personalisation of care' became the dominant narrative in many modern 
welfare states worldwide. In essence, policymakers aim to transform care and support policies for 
people with disabilities from a supply-driven to a demand-driven practice. Personal budget policies 
are one of the most tangible forms of personalization in practice. Instead of subsidizing care 
providers, the government allocates resources in the form of a personal budget to the individual with 
support needs. With this budget the individual can make his own choices about how, where and by 
whom he is supported. This policy should lead to more efficient, flexible and less paternalistic care.  
This dissertation studies the impact of this paradigm shift in care for people with disabilities with a 
specific focus on the implementation, and on what the implications are for the role of government. 
Particular attention is paid to the three important tasks that the government assumes in this context: 
(1) providing access to care and support, (2) organizing a market of care and (3) providing 
opportunities for persons with disabilities and their networks to make choices in practice.  
Following a general introduction, the first chapter elaborates on the conceptual framework, i.e.  
personalization and personal budget policy and its implications for the role of the key actors 
involved in the process: government, client and care providers. 
In the first empirical chapter, this dissertation explores the role of the government in personal budget 
policy with regard to the client and his network. The introduction of personal budget schemes is 
based on the idea that they offer better access to care, more responsive to the needs of the client. In 
other words, the focus in this chapter is on the accessibility of this policy for users in the phase of 
assessment and allocation of the personal follow-up budgets. Based on key actors involved in the 
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disability policy in England and the Netherlands, this chapter has identified a number of necessary 
preconditions for the implementation of this process of providing access. 
The second chapter further elaborates on the role of the government in organising access to personal 
budgets. More specificaly it looks at the implications for people with a disability in a very vulnerable 
situation of abuse and neglect. This study finds that current procedures are not sufficiently geared 
to very vulnerable users. The risk is that, among other things due to strong standardisation and 
disaggregation, professionals are less able to respond to the needs of people in very vulnerable 
situations throughout the process. 
In the third empirical chapter, we examine the role of the government in relation to the 'market of 
care'. The idea of personalisation often goes hand in hand with deinstitutionalisation, more 
specifically, the reduction of the traditional institutional care. In order to learn what the impact of 
deinstitutionalization and decentral implementation is on the personalization of care and support, 
we draw on a double case study from two countries with relevant experiences on these domains: 
Sweden and Finland. The results of this study provide a number of points to consider when 
deinstitutionalizing care such as: the quality of care staff; the ‘culture’ in residential care settings as, 
for instance, in group homes; and in line with findings in the first two studies of this dissertation: 
accessibility of the diverse range of support options in the system. With regard to decentral 
implementation our study revealed three key issues that influence the outcomes in both countries. 
The findings show that deinstitutionalisation and decentralised implementation do not inherently 
lead to more tailor-made care and suggest that the government has an important role to play. 
Finally, the last empirical chapter examines the role of government in relation to the relationship 
between care provision and the client. This chapter tests one of the core assumptions of personal 
budget policies through a survey experiment. Namely, does choice work as an instrument on a 
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market of care and if so, under what conditions. We find that dissatisfaction with services and having 
a supportive network increases the intention to change care. Professional support from the 
incumbent provider does not have a significant impact. We conclude that the promise of choice, as 
assumed with marketized public services, is likely to be fulfilled only under particular conditions. 
This entails risks in terms of equal opportunities for clients receiving public services in a context of 
welfare markets. 
In the conclusion, the last chapter of this dissertation, I provide feedback on the findings in the 
subchapters and reflect on the significance of these results for public administration theory. Finally, 
this chapter reflects on the relevance of the findings for policy and practice. Three of the four 
empirical chapters of this dissertation have also been published in a more extensive version as a 
policy report for the Policy Research Centre for Public Health and Family. A reflection on the policy 






Chapter 1. Introduction 
 
1.1. PROBLEM STATEMENT 
Within a short period of time, personalization has gained considerable influence over disability 
policy in many modern welfare states (Arksey and Kemp 2008). The core of this emerging approach 
to the design and delivery of services for people with a disability is the transformation from a 
service-led towards a client-centered practice of care and support (Carr 2010). Personalization is 
referred to as a novel approach to tailoring services to users’ needs and preferences by extending 
their choice and control (Dickinson and Glasby 2010). Within this framework of personalization, 
personal budget policies are considered to be one of the most tangible manifestations of its 
development (Roulstone and Morgan 2009).  
Scholars have argued that the UN Convention on the Rights of Persons with Disabilities (CRPD), 
in particular article 19, which indicates the right to live independently and be included in the 
community, has fostered an increased internationalization of disability policy, with a corresponding 
focus on choice, independence and community involvement (Power 2014; United Nations 2006). In 
parallel, these emerging perspectives on disability policy have been driven by the ideas and 
campaigns of the Independent Living Movement, which originated in California in the 1960s and 
gradually spread to other parts of the world, including Europe (Brennan et al. 2016). 
On the one hand, the indisputable popularity of personalization is evidenced by a growing number 
of countries implementing personal budget schemes (Da Roit and Le Bihan 2010). Australia and 
Belgium, more specifically Flanders (the Dutch-speaking region of Belgium), are recent examples 
of countries that have adapted their disability policy to a personal budget approach (Laragy et al. 
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2015; Roets et al. 2020). On the other, there is a burgeoning international literature on 
personalization and personal budget policies (Manthorpe et al. 2015). Despite these evolutions, 
however, Dickinson argues in a recent literature review on the outcomes of personal budget policies 
that the evidence base is far from strong and that ‘there is a lack of high quality evidence and much 
is still unknown about the efficacy of these mechanisms’ (Dickinson 2017, 2). Consequently, many 
countries venturing to introduce personal budget policies today are to a large extent still flying blind. 
Moreover, a majority of the current literature has an intrinsically positive hue. Scholars have argued 
that one way to address the current knowledge gap is to focus on the implementation in practice of 
these policy innovations so as to foster policy learning (Dickinson 2017).  
Personalization of disability policy in general and the introduction of personal budget schemes in 
particular are fascinating and very topical issues to scrutinize from a public administration 
perspective as they essentially – to a large extent – try to reshuffle the traditional roles and 
relationships between government, citizens and providers in the care market (see e.g. Baxter 2011; 
Ferguson 2007). This dissertation examines personal budget policy from a public administration 
perspective with a focus on its implementation. More specifically, we try to unravel the implications 
personal budget policy implementation has for the role of the government with regard to three key 
issues: (1) the provision of access to care and support, (2) the organization of the care market and 
(3) providing opportunities for people with a disability and their network to exercise choice.  
 
1.2. CONCEPTUAL OUTLINE 
In the following, we conceptualize the main concepts in this dissertation. We first deconstruct 
personalization in order to identify its main building blocks. Subsequently, we elaborate on the 
related tool for its implementation, ‘personal budgets’. Thirdly, we define the ‘government’ as a 
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In the early 2000s, Leadbetter contended that personalization ‘could be as influential as 
privatization was in the 1980s and 1990s in reshaping public provision’ (Leadbetter 2004, 1:18). In 
hindsight, these words were quite prophetic, as the idea of personalizing social services has 
gradually gained influence during recent decades. It has not only become a central policy issue in 
the United Kingdom, where the concept of ‘personalization’ in social policy to a large extent 
originated, but it has since spread to other countries as well, including Australia, the United States 
of America, Germany, Belgium, France and the Netherlands (Dickinson and Glasby 2010). 
Scholars, however, have argued that personalization is a highly ambiguous and elastic term (Carr 
2010). It has been contended that the ambiguous nature of the concept could be one of the key 
factors contributing to its success as a driver of policy reform (Needham 2011). To be able to 
evaluate the impact in practice, however, there is a need to identify its characteristic features. The 
following part of this chapter therefore attempts to put flesh on the concept by exploring the main 
building blocks of personalization. 
To gain a better understanding of personalization, we look at the way in which it was first 
popularized by Charles Leadbetter. In one of his influential pamphlets, he defines personalization 
as follows: 
Privatization was a simple idea: putting public assets into private ownership would create more 
powerful incentives for managers to deliver greater efficiency and innovation. Personalization is 
just as simple: by putting users at the heart of services, enabling them to become participants in the 
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design and delivery, services will be more effective by mobilizing millions of people as coproducers 
of the public goods they value (Leadbetter 2004, 1:19). 
A recurring way to approach its conceptual ambiguity is to refer to personalization as existing on a 
continuum from ‘shallow’ to ‘deep’ personalization (Leadbetter 2004). Leadbetter distinguished 
five variants ranging from shallow to deep: (1) providing a more customer-friendly interface with 
existing services, (2) giving users more say in navigating the services, (3) giving users more direct 
say over how the money is spent. On the deep side of the continuum, personalization would reflect 
the idea of clients of care as (4) co-producers or (5) self-organizers of services (Leadbetter 2004; 
Cutler, Waine, and Brehony 2007). However, this approach to personalization as a spectrum has 
been critiqued. While all points on the spectrum are supposed to be forms of personalization, 
different positions have radically different implications for the reform and implementation of public 
service provision, ranging from choice by the professional to co-production by the service user 
(Cutler, Waine, and Brehony 2007).  
Adding to this complexity are three distinct uses of the term personalization: (1) as a rhetoric, to 
describe the direction for public service reform; (2) as a technology, to describe practices such as 
personal budgets; and (3) as a policy, to describe a set of government initiatives (Duffy 2010). 
Although scholars agree that there is no clear-cut definition of personalization, one possible way to 
define this concept is as follows: “In its widest sense, personalization is understood as the active 
consumer-citizen (as opposed to the passive service recipient) co-producing the services that enable 
them to live in a way that they themselves have determined” (Williams and Dickinson 2016, 151) 
The definition above explicitly reflects on the changing roles of the care recipient towards becoming 
an active co-producer of services. This is closely related to the idea that personalization should 
increase clients’ choice, control and empowerment in the context of social policy (Meagher and 
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Goodwin 2015; Malbon, Carey, and Meltzer 2019). Indeed, choice and control have been regarded 
as a key attraction of the rhetoric of personalization (Ferguson 2012). Other literature has 
emphasized the changing role from a recipient of care and support towards a citizen-consumer 
(Scourfield 2007; Clarke, Newman, and Westmarland 2008; Christensen and Pilling 2014). Hence, 
in the literature personalization has often been equated with person-centered approaches (Broady 
2014). Consequently, with regard to care provision it has been argued that personalization is “a way 
of making services responsive to individual needs in circumstances where conventional markets do 
not operate” (Spicker 2013, 1260). With the promise of economic efficiency through marketization 
of care and support, personalization has undeniably put ‘choice’ at the center of social policy: 
“Choice has clearly become a very powerful concept in policy discourse (…) This is partly because 
the alternative to choice is framed as someone else deciding on one’s behalf. This is politically and 
psychologically unattractive (…)” (Meagher and Goodwin 2015, 15). In this vein, proponents of 
personalization have suggested that it holds the promise of making contemporary policies more 
flexible and less paternalistic, moving away from traditional ‘one size fits all’ services (Dickinson, 
Needham, and Sullivan 2014). Consequently, personalization requires a shift in the balance of power 
and responsibilities between professionals to individuals (Kremer 2006; Leece 2010; Ellis 2015). In 
practice, personalization involves a whole range of aspects within care and support policy as it 
implies the transformation of the way services are commissioned, developed and delivered (P. 
Beresford 2009).  
In conclusion, given the wide variety of interpretations of the concept, it is important to capture the 
essence of what personalization signifies in different contexts. If one goal is central to the 
personalization debate, it is “the aim to put the individual at the center of decision making, the goal 
of personalization is to provide services which cater to a diversity of social and cultural needs, and 
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enable people to make a choice about the services and supports they receive from governments” 
(Malbon, Carey, and Meltzer 2019, 1). This definition is a relevant starting point for our analysis, 
as it encompasses the core ideas contained within the UNCRPD (United Nations 2006). 
One particular and influential approach to achieving personalization in social and disability policy 
has been the introduction of personal budget policies (Da Roit and Le Bihan 2010; Timonen, 
Convery, and Cahill 2006).  
 
1.2.2. Personal budgets 
Personal budget policies are a prime example and one of the most tangible forms of personalization 
by way of providing eligible people more control over the resources used to arrange their care and 
support (Netten et al. 2012). These schemes equip the individual with a personalized budget based 
on an individual assessment and provide opportunities for the individual and their network to control 
or purchase services, rather than block funding care providers. Consequently, they aim to tailor care 
to meet the specific needs of the individual (Timonen, Convery, and Cahill 2006; Dickinson 2017). 
Implemented in many countries and policy domains, the terminology used to describe these personal 
budgets shows great diversity, including, inter alia, direct payments (Askheim 2005), cash for care 
policies (Ungerson 2004), self-directed support schemes (Slasberg 2015) and individual budgets 
(Wilberforce et al. 2011). What these policies share, however, is that they represent a fundamentally 
different approach to the delivery of welfare services (Dickinson and Glasby 2010), i.e. to provide 
individuals with more choice and control over their lives. Some of their features may nevertheless 
differ when compared in an international context. Some schemes, for example, allow individuals to 
receive funds directly, while others make use of host providers to manage funds or provide vouchers 
instead of cash to the individual, or allow a combination of these options to choose from (Dickinson 
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2017). Scholars have also suggested that there can be differences in the conceptualization of these 
schemes by policymakers, i.e. with respect to the levels of consumerism and competition 
(Manthorpe et al. 2015). Indeed, it has been repeatedly noted that personalization is a hybrid term, 
serving as a vehicle for achieving more social justice as well as to increase economic efficiency 
(Mladenov, Owens, and Cribb 2015). In a more practical/technical sense, there also tend to be 
differences in the type of services (professional vs. informal care) the budget can be spent on 
(Benoot et al. 2017).  
Despite these differences, the overriding objective of these schemes is to enable people with support 
needs to select and/or purchase the services that best meet their needs (Malbon, Carey, and Meltzer 
2019). In a comparison of personal budget schemes in adult social care, Carr (2012) has identified 
some important commonalities. They all share to some extent (1) a focus on consumerism and 
empowerment, (2) a drive for cost efficiency in care provision, (3) the use of ‘cash-for-care’ policies 
to shift power from the state to the individual and to provide more community-based care and 
support, and (4) the opportunity, driven by disability movements, to directly employ personal 
assistants. Indeed, personal budgets have increasingly provided eligible people with opportunities 
to employ their own personal assistants, care workers or sometimes even family members (Netten 
et al. 2012). In sum, while we acknowledge in this dissertation that these schemes may have different 
mechanisms and administrative structures, they share a common approach and ideas of what 
services should look like and what outcomes for the individual are desirable. Hence, by scrutinizing 
these policies in different welfare states, we can address the pressing question to what extent their 
outcomes, relative to their goals, are related to the characteristics of personal budget schemes, 




1.2.3. Changing roles: government, client, care provider 
To get a better understanding of personalization and personal budget policies, it is relevant to take 
into account how these ideas relate to the major paradigms in contemporary public administration. 
Below, we elaborate on the connections with both New Public Management and New Public 
Governance. This is particularly relevant as we look at personalization from a public administration 
perspective, that is, how this policy impacts on public service delivery and the (changing) roles of 
government, citizens and service providers (Notredame 1994; Aberbach and Christensen 2005). 
The New Public Management (NPM) paradigm, which first emerged in the 1980s, has shifted the 
focus to the more efficient delivery and greater cost-effectiveness of public services (Hood 1991), 
e.g. by introducing competition into the delivery of social services (Le Grand 1997). Among other 
elements, the notion of ‘good’ public administration changed from a traditional bureaucratic 
perspective towards a focus on contestability and user choice (Hood 1991). In the context of social 
policy literature, this has resulted in an increased focus on welfare consumerism (Glendinning 
2008). With regard to disability policy, this has meant that ideas have shifted towards a stronger 
reliance on market mechanisms and to strengthening clients as consumers in a market of care 
(Kremer 2006). Hence, the success of these schemes to a certain degree depends on market 
mechanisms (Baxter, Glendinning, and Greener 2011), in line with the theory behind NPM that 
responsiveness to consumer preferences is a crucial way to improve service quality and effectiveness 
(Aberbach and Christensen 2005). Strategies for the organization of care have shifted from 
traditional bureaucratic ways to strategies of regulation, decentralization and privatization (Brodkin 
2007). In this vein, providers in the care market have been encouraged to become social 
entrepreneurs (Suykens 2020). Current evidence however, indicates that the provision of care and 
support to people with a disability cannot be considered a conventional market (Baxter 2011) and 
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that there are implications for the role of the government in this new context (Carey et al. 2018b). 
Furthermore, it has been argued that personalization and personal budget policies have often been 
implemented in a context of austerity, which has undoubtedly resulted in some detrimental effects 
(Pearson and Ridley 2017). Critics have contended that marketisation and a focus on cost-efficiency 
has tended to override the social justice perspective (West 2013; Mladenov, Owens, and Cribb 
2015). Furthermore, it has been argued that this shift towards care as an economic and contractual 
transaction may in practice hinder the development of care relationships and ultimately an 
excessively neoliberal approach to individual choice could involve a risk of moving individuals with 
a disability from enforced collectivism to an enforced individualism (Wilberforce et al. 2017; 
Roulstone and Morgan 2009).  
On the other hand, personal budget policies share some of the key tenets of New Public Governance. 
This paradigm acknowledges the need to reintegrate an increasingly fragmented public 
administration landscape and takes the perspective of a plural and pluralist state where services are 
delivered by multiple interdependent actors (Osborne 2006). Hence, it involves the ideas of 
governing through networks and users as co-producers of services (Pestoff 2018; Klijn and 
Koppenjan 2015). Indeed, central to the idea of personalization is the involvement of a mix of 
professional and non-professional actors that are best able to address the care needs of the individual 
(Gridley, Brooks, and Glendinning 2014; Vandeurzen 2010; Benoot et al. 2017). It is also assumed 
that personal budget schemes provide individuals with more opportunities to co-create their own 
care and support arrangements, e.g. by developing new partnerships or by employing a personal 
assistant (Fotaki 2011). 
The tensions between an NPM and a NPG version of personalization are reflected in the numerous 
academic discussions of the question whether personal budget policies are tools to promote 
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citizenship or alternatively consumerism (see e.g. Scourfield 2007; Lymbery 2012). The elements 
above illustrate the importance of addressing the new role of government in systems of personal 
budgets.  
 
1.3. RESEARCH QUESTIONS 
In sum, the main research question in this dissertation is What is the role for the government in the 
implementation of personal budget policies? In an attempt to go beyond the ‘battlefield’ of different 
stances on the idea of personalization (see e.g. Mladenov, Owens, and Cribb 2015; Needham 2011), 
we focus on three key aspects: the provision of access to care and support, the organization of a care 
market and the effectiveness of choice in a context of personal budget schemes. The research sub-
questions are formulated as follows: 
 
- Research Question 1: To what extent are personal budget policies accessible for all eligible 
applicants? 
- Research Question 2: To what extent do key characteristics of contemporary policy, i.e. 
deinstitutionalization and decentralized implementation, foster personalization? 
- Research Question 3: To what extent can the government, in a context of personal budget 
policy, rely on the premise of choice in a ‘market of care’? 
 






1.4. OUTLINE OF THE DISSERTATION 
1.4.1. Research design 
This dissertation consists of four evidence-based chapters, providing answers to the three sub-
questions of the research project. These chapters together provide an answer to our overarching 
research question: What is the role for the government in the implementation of personal budget 
policies? Before proceeding to the overview of the chapters, we will briefly introduce the research 
design.  
The starting point for this dissertation is the shifting roles and relations between the key actors in 
the disability policy. Analyzing the relationships between the main actors in a welfare state, i.e. the 
client/citizen, the government and the care providers, has been proposed earlier as a relevant 
approach to depicting imbalances and bottlenecks in welfare policy (Notredame 1994). As shown 
in figure 1 each of the sub-questions relates to a different angle of our main research question. We 
successively address three crucial roles of government in the personalization of care and support: 
providing access, organizing the market of care and providing opportunities for individual choice. 
The first two chapters address the role of government in relation to the client, more specifically on 
the accessibility of and provision of access to personal budgets. In chapter three, we focus on the 
government’s relationship with the care market, examining the consequences of 
deinstitutionalization and decentralized implementation for the premise of personalization. Finally, 
in chapter four, we address a central assumption on which the whole policy of personal budgets is 
built, i.e. the function of choice as a care market mechanism, and we subsequently discuss the 






Figure 1 Outline of the dissertation 
 
1.4.2. Chapter overview 
Below, we introduce the empirical chapters in relation to our three research questions. Table 1 
provides an overall summary of the empirical structure of the dissertation. 
 
RQ 1. To what extent are personal budget policies accessible for all eligible applicants? 
(lessons for the role of government in relation to the client and their network) 
 
In chapter two, we address the call in recent literature to pay attention to implementation as a critical 
success factor of personal budget policies (Dickinson 2017). More specifically, we address personal 
budget schemes and their implementation as polity policies, aiming to reorganize the delivery of 
care and support for people with a disability (Pollitt and Bouckaert 2011). In this chapter, we 
scrutinize one of the key assumptions of personal budget schemes as reform policies: the promise 
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to guarantee better access to care in a manner responsive to clients’ needs. We conducted an 
explorative double case study of two early adopters of personal budget schemes, the Netherlands 
and England. In this chapter we learn (1) that in order to provide effective access to personal budgets, 
for the government it is crucial to pay attention to a diverse array of factors at the level of 
implementation, including rule transparency, policy design, and culture and attitudes at the frontline 
of public services, and (2) that as a result of these implementation features, progress towards more 
personalized care might be rather piecemeal, as opposed to the ‘choice revolution’ envisioned by 
policymakers (Glasby and Littlechild 2016).  
Several scholars have contended that personal budget policies might lead to inequalities in access 
to and the effects of these schemes (Glendinning 2008a; Malbon, Carey, and Meltzer 2019). The 
findings on implementation practices in our first empirical chapter point in the same direction, hence 
drawing our attention to the impact of personal budget policy design with regard to access for the 
most vulnerable users. Consequently, in our second empirical chapter (chapter three) we focus on 
the interplay of the implementation design of personal budget policy with access for highly 
vulnerable people with care needs. The setting we selected to answer this question is the Flemish 
policy for adults with a disability, which was introduced in 2017. This provides us with a relevant 
case as the Flemish policy explicitly aims to address care needs for people with the highest and most 
urgent needs (Roets et al. 2020). In this chapter, based on focus group discussions, we draw on the 
experiences of experts involved in the process of assessing and allocating personal budgets for adults 
with a disability in a highly vulnerable situation of abuse and neglect (Vandeurzen 2010). In chapter 
three we learn that a key role for a government implementing personal budget policies is to take into 
account the interplay between vulnerable or complex situations and (1) the caseworker-client 
interaction and (2) the broader institutional context of standardized and disaggregated practices. 
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When processes are designed to provide equal access for all, they may in practice limit frontline 
professionals in addressing the care needs of people with more complex problems and entrench the 
gap between ‘average’ and more vulnerable clients. 
 
RQ 2. To what extent do key characteristics of contemporary policy, i.e. deinstitutionalization 
and decentralized implementation foster personalization? 
(lessons for the role of government in relation to the market for care and support) 
 
As argued in the introduction above, disability policy has undergone significant developments in 
recent decades. One of these developments is the internationalization of Western disability policies, 
guided by international bodies such as the European Union and the United Nations (Power 2014; 
Tøssebro 2016). The second part of this dissertation focuses on the impact of key characteristics of 
these international developments on disability policy. Hence, while personalization of care and 
support and the introduction of personal budget schemes has been one of the outcomes of 
international developments, simultaneously a number of similar trends can be observed in disability 
policy which guide the relationship between the government and the care market. Firstly, spurred 
by the UN Convention on the Rights for Persons with Disabilities (UNCRPD), disability policy has 
made a turn towards deinstitutionalization (Mansell 2006; United Nations 2006). Secondly, many 
countries have decentralized core responsibilities in the domain of social care and support to the 
level of local government (Pollitt and Bouckaert 2019; De Chenu, Dæhlen, and Tah 2016). In the 
third chapter we analyze the implications of this focus on deinstitutionalization and decentralized 
implementation for the idea of personalization, relying on the experiences of experts involved in 
disability policy in Sweden and Finland. Both are considered internationally avant-garde in the field 
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of deinstitutionalization and are known for the strong role of local government in their 
implementation of social policy (Esping-Andersen 1990; Tøssebro et al. 2012). In chapter four we 
learn that experiences with the impacts of deinstitutionalization are not unequivocally positive. In 
general, our data still reflect difficulties in guaranteeing genuine choice regarding the place where 
a recipient of care lives and by whom he or she is supported. A combination of financial pressures 
with a strong focus on social entrepreneurship involves the risk of a highly standardized supply-side 
of the market, to the detriment of flexibility and user choice. Furthermore, the findings seem to 
indicate that unequal outcomes for service users are reinforced through the dynamics of local 
implementation. Findings in this study highlight several pivotal roles that the government must 
engage with to guarantee the personalization of care and support in a context of 
deinstitutionalization and decentralized implementation. They include financial equalization at the 
level of implementation, providing frameworks that allow professionals to diversify the supply side 
of the market, to support a change away from traditional cultures of care and to guarantee the 
accessibility of all the different forms of support.  
 
RQ 3. To what extent can the government, in a context of personal budget policy, rely on the 
premise of choice in a ‘market of care’? 
(lessons for the role of government with regard to the relation between clients and providers 
in a market of care) 
 
Finally, the third part of the dissertation (chapter 5) scrutinizes choice as a mechanism for increasing 
flexibility in a context of ‘care markets’. This is crucial, as choice in the context of personal budgets 
is expected to function as a mechanism for increasing efficiency, improving service quality and 
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enhancing outcomes for individual users of care and support (Kendall and Cameron 2014; 
Wilberforce et al. 2011). Hence, our study contributes to discussions of the effectiveness of choice 
in the context of personal budget schemes (see e.g. Lakhani, McDonald, and Zeeman 2018) and to 
the contemporary debates about the effects of marketization of public service delivery (Tummers, 
Jilke, and Van de Walle 2013; Jilke 2015). We employed a 2x2x2 vignette experiment to test the 
impact of (a) client dissatisfaction, (b) network support and (c) professional support on the intention 
to change care arrangements. Taking the interdependent nature of the process of decision-making 
as a starting point, in this study we relied on close family members of people with an intellectual 
disability (Bach 2009; Curryer, Stancliffe, and Dew 2015). We found that (1) the intention to change 
care arrangements was significantly higher when clients were dissatisfied, but that the overall 
intention to change was moderate at best. Secondly, we found that (2) having a supportive network 
positively impacted the intention to change sub-optimal care arrangements. Professional assistance 
for the incumbent to change had no impact on choice behavior. The findings of this study indicate 
that governments implementing personal budget schemes cannot rely merely on the invisible hand 
of the market but will need to take into account differences in levels of social capital and to retain 
their crucial responsibility to provide the appropriate quality management systems. 
  
 
Table 1 Dissertation overview 
RQ Study Research design Contribution 
RQ1: access to PB policy Chapter 2. Access to care and 
support in cash-for-care 
policies in England and the 
Netherlands: on the impact of 
implementation 
Qualitative: semi-structured 
interviews with 24 key 
stakeholders in the disability 
policy in England and the 
Netherlands 
Key issues for the 
implementation of personal 
budget policies concerning the 
provision of access to care and 
support 
 Chapter 3. Can one size really 
fit all? Allocation of personal 
budgets to people in a situation 
of abuse or neglect 
Qualitative: focus group 
interviews with 24 expert 
professionals involved in the 
assessment and allocation of 
personal budgets in Flanders 
(Belgium) 
The implications of policy 
design for (1) vulnerable 
clients, (2) the provision of 
access to care and support and 
(3) the consequences of 
scarcity of resources 
RQ2: deinstitutionalization 
and decentralized 





the implications for 
personalization of care and 
support 
Qualitative: semi-structured 
interviews with 30 key 
stakeholders in disability 
policy in Sweden and Finland 
The implications of 
deinstitutionalization and 
decentralized implementation 
for personalization and for the 
role of government in 
personalized policies 
RQ3: choice as a mechanism 
in a market of care 
Chapter 5. Choice and 
opportunity in the welfare care 
market: an experimental 
evaluation of decision-making 
in a context of individual 
funding policy 
Quantitative: a vignette 
experiment with 610 close 
family members of people 
with an intellectual disability 
in Flanders (Belgium) 
The impact of dissatisfaction 





1.4.3. Empirical context at hand 
In order to provide an answer to the research questions formulated above, we drew on a study of a 
number of international cases. By studying personalization in different countries, we aimed to 
strengthen the evidence base on the effectiveness of personal budget policies by looking at the way 
a number of internationally dominant principles in disability policy are shaped in different countries 
and what this means for the role of government in the provision of access, the organization of the 
market and the provision of choice. The literature has pointed out that it is not clear to what extent 
effects identified in previous studies are inextricably linked to personalization as a policy, or rather 
are related to the specific implementation (Dickinson 2017). Hence, finality lies not in the 
comparison as such but rather in understanding which factors – based on experiences in practice – 
are essential when implementing personalized policies. Moreover, by focusing on countries1 as a 
level of analysis, this dissertation aims to draw lessons on implementation that transcend particular 
local experiences. 
We opted for the Netherlands and England for our first study because both countries were early 
adopters of personal budget policy and therefore already have a considerable body of experience in 
implementing it. Moreover, from a macro perspective they have a similar procedure for assessing 
and allocating personal budgets. Our second and fourth studies were conducted in Flanders 
(Belgium). The Flemish region implemented a personal budget policy only recently, but its 
implementation has been characterized by a strong focus on the most vulnerable care users. By 
selecting Flanders as a case, we can provide insights regarding access and choice in personalized 
policies for vulnerable users. Finally, we also selected two Scandinavian countries to gather insights 
into the choice of deinstitutionalization of care and the implications of decentralization for the 
implementation of personalization policies. 
 
1 Region, in the case of Flanders. 
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In this dissertation, we focus on five distinct cases of personalization in practice. On the one hand, 
we scrutinize the personal budget schemes in Flanders (Belgium), England and the Netherlands. On 
the other, we focus on Finland and Sweden, two countries which – in the Scandinavian tradition – 
can be considered early adopters of the ideas of deinstitutionalization and with a strong tradition of 
decentralized implementation (Tøssebro 2016; Kuhlmann and Wollmann 2014). A more thorough 
description of the policies in these countries can be found in the empirical chapters.2 However, as it 
is a central goal of this thesis to provide insights into the implications of personalization for the role 
of government, in this chapter we provide some context about what ‘government’ means in our 
respective cases.  
In England, people with care and support needs (including people with a disability) can receive a 
personal budget. Personal budgets in England are defined as ‘giving clear understanding of the 
amount available to the individual, so that they can influence or control the spend, in a way which 
helps them best meet their needs’ (Carr 2012, p11). Direct payments are one of the forms of a 
personal budget, where the cash equivalent of the support costs is paid directly to the individual, 
enabling them to design their own support (Glasby and Littlechild 2016). The personal budget policy 
 
2 For an extensive description in Dutch, we refer to the following research reports:  
Benoot, Toon, Wouter Dursin, Rudi Roose, and Bram Verschuere. 2017. “Het Persoonsvolgend 
Financieringssysteem in de Sector Voor Personen Met Een Handicap . Landenstudie: Nederland , 
Engeland En Duitsland [Personal Care Budgets for People with a Disability. Country Study: The 
Netherlands, England and Germany].” Leuven; Dursin, Wouter, Rudi Roose, and Bram Verschuere. 
2021. “Zorg en ondersteuning in de Scandinavische landen als referentie voor een geïntegreerde zorg en 
ondersteuning voor personen met een handicap in Vlaanderen. [Care and Support in Scandinavian 
countries as a reference for integrated care and support for people with a disability in Flanders.” 
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in England is composed of two parts: social care and health care. In practice, this means that the 
policy distinguishes between social and health care needs. The legal frameworks are both set at the 
central government level, but the actual implementation is decentralized (I. Williams and Dickinson 
2016). With regard to social care, local governments are responsible for determining eligibility, 
assessing care needs and allocating budgets. Despite national guidelines, local governments exercise 
a reasonable amount of discretion in the implementation of the policies, i.e. with regard to the 
calculation of the budgets and concerning the decision about access to direct payments (the cash 
version of personal budgets) (Department of Health & Social Care 2016). With regard to personal 
health budgets (in health care), the regional Clinical Commissioning Groups (CCGs) are responsible 
for assessing and allocating the budgets (Department of Health 2014). 
In the Netherlands, care and support for people with a disability is regulated under three laws: the 
Social Support Act (Wet Maatschappelijke ondersteuning, WMO), the Long-Term Care Act (Wet 
Langdurige Zorg, WLZ) and the Healthcare Insurance Act (Zorgverzekeringswet, ZWV) (Kuijper 
2017). The regulations provide the option for service users to receive care either in kind or as a cash 
personal budget. Together with the implementation of this legal framework, a large share of social 
care responsibilities were decentralized to local governments (Noordhuizen and Langerak 2014). 
With regard to the WMO, local authorities are responsible for the process of assessment and 
allocation. People with more extensive care needs who rely on the WLZ are assessed by the Centre 
for Needs Assessment (CIZ) and subsequently their budget is allocated by the local Care 
Administration Offices. If people opt to receive their budget as a ‘cash’ personal budget, their care 
arrangements and budget are administered by the Social Insurance Bank. For nursing needs, 
applicants can receive a personal budget through a care insurance company (Per Saldo 2016; van 
Ginneken, Groenewegen, and Mckee 2012). 
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In Flanders, a personal budget policy was introduced in 2017 for all adults with a disability, based 
on the white paper Perspective 2020 (Vandeurzen 2010). While the process of assessment and 
allocation is more centralized than those in England and the Netherlands, the procedure has been 
disaggregated to a large number of actors. To start with, the social care services of the health 
insurance funds or the support plan organizations provide help to write an individual support plan. 
Secondly, local multi-disciplinary teams are responsible for assessing care needs. Following this 
assessment, a regional commission (PEC, Provincial evaluation Commission) of the Flemish 
Agency for People with a Disability decides on the recognition of the disability and the Regional 
Priority Commission (RPC) assigns the client a place on one of three waiting lists (Flemish 
government 2016). The client can choose either to use a voucher, administered by the government, 
for receiving care from an authorized care provider, or to receive a cash budget to purchase care 
from other services or to receive personal assistance (Flemish government 2016). 
At the macro level, all these countries share similar procedures for providing access to personal 
budgets: (1) application, (2) assessment of care needs, (3) defining, (4) providing and (5) allocating 
a budget, (6) processes of accounting for the use of these budgets and (7) support mechanisms during 
different stages of the procedure (Benoot et al. 2017). In a personal budget policy context, the 
provision of access to personal budgets is one of the most important tasks for the government as it 
will to a large extent define the effects of these schemes for individuals with a disability. Moreover, 
it has the potential to directly impact the obligation of states who ratified UNCRPD to ensure access 
to a range of services to support living in the community (United Nations 2006; Brennan, Rice, 
Traustadóttir, et al. 2017). 
The Scandinavian countries have, thus far, taken a slightly different approach to the personalization 
of disability policy. Their approach has focused more on the deinstitutionalization of people with a 
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disability (Tøssebro 2016). Accordingly, both Sweden and Finland have engaged in full 
deinstitutionalization. In Sweden, in 1996 all institutions were abolished (Tøssebro et al. 2012). In 
Finland, the deinstitutionalization process is still ongoing as approximately 500 people still live in 
institutions. The goal was set to abolish all institutions completely by the end of 2020 (Katsui, 
Kröger, and Valkama 2019). Both countries provide extensive rights to care and support for people 
with a disability, including the right to have personal assistance (Brennan, Rice, Traustadottir, et al. 
2017). In Sweden and Finland, local authorities are the key actors in the care and support policy for 
people with a disability, as they are responsible for assessing and allocating care and support. In line 
with the Scandinavian tradition, local authorities also play an important role as providers of care 
and support; however, in recent years there has been a progressive liberalization of the care market 
in both countries (Miettinen and Teittinen 2016; Gustafsson 2019). 
This short introduction to the setting of this dissertation shows that ‘government’ as an actor in 
personalized policies plays a crucial role in providing access to the system (a) by means of national 
laws and (decentralized) implementation and (b) through decisions on the organization of the care 
market (see e.g. Carey et al. 2018b; Needham et al. 2018).  
 
1.5. CONTRIBUTIONS 
Before proceeding to the empirical chapters of this dissertation, I provide an overview of the main 
points of relevance of this research project. The empirical, theoretical, methodological and policy-
related relevance are discussed in sequence below. 
 
1.5.1. Empirical relevance 
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Despite a burgeoning literature on personalization and personal budget policies, current empirical 
evidence is still to a large extent limited to Anglo-Saxon cases, the USA and Australia (Webber et 
al. 2014). Hence, by including different welfare states – i.e., Flanders (Belgium), England, the 
Netherlands, Sweden and Finland – as case studies in this dissertation, we contribute to the empirical 
knowledge base by bringing multiple international experiences to the table. Doing so may be 
important, as scholars have indicated that findings on policy in a context of marketization cannot 
ipso facto be generalized to other contexts (Suykens 2020). By relying on the experiences of key 
stakeholders with detailed knowledge of disability policy from a macro perspective and with 
representation of the different roles and authorities involved in the implementation in our cases, we 
answer the call to examine how professionals and key stakeholders are able to implement these 
policies in order to meet the needs of their clients (Llewellyn 2014). Moreover, by studying 
established systems with several years of relevant experience, we address the criticism that much of 
the current evidence base relies on pilot activities, i.e. individual budget trial sites (Manthorpe et al. 
2015). Essentially, our analysis can provide answers to important questions about the role of the 
government in developing personal budget policies (Carey et al. 2018a).  
Secondly, in this dissertation we apply a lens of accessibility to the personal budget policies at hand 
(De Corte 2015; Roose and De Bie 2013). In doing so, we add to the literature on personalization 
that addresses difficulties with implementing these systems on the front line (Morris 1997). Previous 
research has revealed difficulties for frontline staff in implementing these schemes (Priestley et al. 
2010; Jingree 2015). However, by taking a macro perspective, through the involvement of multiple 
stakeholder perspectives on implementation experiences with the provision of access to personal 
budgets, we add evidence beyond the traditional social worker-client implications at the frontline 
level (Ellis 2014). 
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Thirdly, by focusing on people with a disability in a highly vulnerable situation we address the 
recurrent critique that personal budget policies might lead to inequality in access and its effects 
(Glendinning 2008; Malbon, Carey, and Meltzer 2019), more precisely by scrutinizing how policy 
designed to serve all people with a disability interacts with people in very complex situations. 
Despite acknowledging the importance of taking into account different degrees of vulnerability, 
little is known about the effectiveness of these schemes in targeting such clients (Fotaki 2009). This 
is all the more relevant since previous literature has pointed to challenges in reconciling 
safeguarding with personalized care in practice (Stevens et al. 2018). 
Fourthly, at the outset of this dissertation it was pointed out that the evidence base on the 
effectiveness of personal budget policies is scarce (Dickinson 2017). By assessing the mechanism 
of choice and to what extent this can provide the promised flexibility for individuals (i.e., clients 
and their close relatives) in the care market, we partially unravel to what extent and under what 
conditions the anticipated mechanisms for contributing to the quality and effectiveness of care can 
be expected to work. In doing so, we explore the potential impact of choice in disability care for a 
large and yet underexposed group of people with an intellectual disability who already receive care 
and support from a traditional care provider (Baxter 2013).  
 
1.5.2. Theoretical relevance 
With regard to the theoretical relevance of this dissertation, several points can be made. First, by 
taking an exploratory, qualitative approach to our research design in the international studies, we 
are able to identify several critical success factors that may be relevant to the implementation of 
personal budget policies, regardless of the context at hand. This is important, as these findings can 
provide feedback to the elite decision-makers regarding the improvement of similar policies (Pollitt 
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and Bouckaert 2011). With this approach, we aim to go beyond the "good versus evil" debates on 
personalization by focusing on important aspects that can benefit policymakers and practitioners, 
and ultimately people with disabilities themselves. (Ferguson 2012). 
Secondly, from a theoretical stance the studies in this dissertation add to discussions of the 
implications of NPM and NPG for disability policy and the role of government (Osborne 2006; 
Hood 1991). We further elaborate on these aspects in the discussion section in this dissertation. 
Thirdly, by focusing on choice in the context of personal budget policies the dissertation contributes 
to the contemporary debates about the effectiveness of this market mechanism in a public and social 
policy context (Jilke 2013, 2015; Burchardt, Evans, and Holder 2015). It also allows us to identify 
the impact of contextual factors on choice intentions.  
Fourthly, by focusing on accessibility and by applying an interpretation of personalization in line 
with UNCRPD, we to some extent take a normative stance in discussion of the effects of personal 
budgets, allowing us to identify the impact of NPM- and NPG-related characteristics on the public 
value of disability policy (Benington and Moore 2010; Moore and Hartley 2008). 
Fifthly and finally, we contribute to knowledge of the interplay between parallel policy objectives 
such as deinstitutionalization and decentralized implementation and what this implies for the core 
ideas of personalization (Brennan, Rice, Traustadóttir, et al. 2017; De Chenu, Dæhlen, and Tah 
2016). 
 
1.5.3. Methodological relevance 
In public administration research, there have recently been calls for more multi-method research 
(Battaglio and Hall 2018; Perry 2012). Accordingly, to address the complex question at hand in this 
dissertation we employed both qualitative and quantitative methods so as to provide thorough 
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insights. In the international studies in this dissertation (empirical chapters 1 and 3), we employed 
a qualitive approach by means of semi-structured interviews with key informants involved with the 
policy in the different countries, as it was the purpose of these studies to capture different 
perspectives and experiences with personal budget policies (Crouch and McKenzie 2006). In line 
with contemporary standards, we elaborated in depth in each empirical chapter on the process of 
collecting and analysizing our data (Brower, Abolafia, and Carr 2000). 
To provide evidence on the interaction of the policy design with highly vulnerable clients in a 
situation of abuse and neglect, we undertook focus group conversations, as this approach allowed 
our respondents to share early experiences on this sensitive topic (Kitzinger 1995; Morgan 1998).  
Finally, to study the causal relationship between contextual factors for clients and their next of kin, 
and the intention to change, we applied a vignette experiment (Abraham, Auspurg, and Hinz 2010; 
Avellaneda and Olvera 2018). In doing so, we contribute to the emerging field of experimental and 
behavioral public administration (Grimmelikhuijsen et al. 2017). Moreover, this approach allowed 
us to observe events that may be hard to research in practice (Steiner, Atzmüller, and Su 2017). 
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Chapter 2. Access to care and support in cash-for-care policies in England 
and the Netherlands: on the impact of implementation 
 
ABSTRACT 
In this article we unravel the black box of implementation of reform policies. Cash-for-care policies 
are an example of ‘polity policies’, a reform aiming at altering the organization of public service 
delivery for people with a disability. We contend that the effectiveness of such reforms, i.e. the 
extent to which positive assumptions behind the reform are realized, will be determined by how the 
policy is implemented. Based on semi-structured interviews with key stakeholders involved in the 
process of assessing and allocating personal budgets in England and the Netherlands, we find that 
access to personalized care in practice depends on a complex interplay of implementation 
characteristics, including local policy design, accessible advocacy services, legal characteristics of 
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The introduction and implementation of cash-for-care schemes has been a significant reform in 
social care policy in modern welfare states (Brookes et al. 2015; Dickinson 2017). Since the 1990s, 
cash-for-care policies have grown into one of the dominant practices adopted by many governments 
to address social care issues for a variety of target groups, such as long-term care for elderly people 
(Rodrigues and Glendinning 2015), community care (Larkin 2015) and health care (Grit and de Bont 
2010), and in particular for people with disabilities (Kendall and Cameron 2014). Essentially, cash-
for-care policy means providing individuals in need of care a choice of cash payments or vouchers 
instead of services-in-kind (Timonen, Convery, and Cahill 2006). With their personal budget, people 
are then assumed to purchase the services they need. 
Cash-for-care policies represent a shift in the manner in which public care for vulnerable people is 
organized, from a supply-side model (financing care providers where clients receive services) to a 
demand-side model (financing clients directly to allow them to purchase services in the 
(quasi-)market of care providers) (Laragy 2010).  
Both bottom-up and top-down triggers have incentivized policymakers to reform the organization 
of delivering care (Mladenov, Owens, and Cribb 2015). Firstly, sustained pressure from user groups 
such as the Independent Living Movement (since the 1970s) and the simultaneous emergence of a 
new social model for disability has spurred innovation and encouraged numerous state actors to 
personalize the care policy for people with a disability (Carr 2010; Carmichael and Brown 2002). 
In line with these ideas, cash-for-care policies cover the progressive agenda of the disability 
movement, which mainly focuses on a social rights discourse. The central idea of this grass-roots 
ideology is that people with a disability should be in control of their own lives instead of being 
passive recipients of services (Ferguson 2012). Hence, it requires, grounded in a more democratic 
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and participatory conception of care and support, an enabling state to create this social environment, 
providing opportunities for everyone (Christensen and Pilling 2014; Pearson 2000).  
Secondly, the UN Convention on the Rights of Persons with Disabilities has pressured governments 
to introduce cash-for-care policy as a tool to enable people with a disability to live independently 
and to participate fully in all aspects of life (The United Nations 2006; Laragy, David, and Moran 
2016; Power 2014; Dickinson 2017).  
 
2.2. PROBLEM STATEMENT AND RESEARCH QUESTION 
According to Pollitt and Bouckaert (2011), key to public sector reform is the ‘desire’ of policy 
decision makers to achieve better policy outcomes. ‘Polity policies’, or decisions related to the 
organization and functioning of the public sector, are issued to generate more efficient and effective 
societal effects. Cash-for-care policies can be regarded as ‘polity policies’, as they intend to 
reorganize the delivery of care for vulnerable people. Introducing competition between care 
providers by giving money directly to eligible clients who can ‘shop’ in the care market is assumed 
to have positive effects: guaranteeing access to and increasing the responsiveness of social care 
institutions to the client’s needs (Baxter 2011; Ferguson 2012; Glasby and Littlechild 2016), 
improving the efficiency of service delivery (Junne and Huber 2014; Mladenov et al. 2015; Timonen 
et al. 2006), and, grounded in the personalization narrative, reinforcing individual autonomy and 
consumer choice (Needham 2011).  
However, while the expectations of such reforms are ambitious, research to date is inconclusive as 
to their actual effects. A comprehensive literature review by Dickinson (2017) found little evidence 
concerning the cost-efficiency claims. Moreover, the evidence base on the impact on client 
satisfaction is weak. Other research looks at the accessibility of care and support in cash-for-care 
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systems, and finds that this may be determined by the culture of social professionals and the services 
they work in, by the application process of the cash-for-care policy in a context of conflicting 
demands (Brookes et al. 2015; Kendall and Cameron 2014; Power 2014), and by the extent to which 
the design is beneficial for all types of client (Leece and Leece 2006; Slasberg and Beresford 2016). 
This shows that the extent to which cash-for-care policies provide access to care and support may 
be determined by the way the policy is implemented: a correct needs assessment to enable an 
appropriate budget calculation, the support provided to clients in the application process, and the 
eventual approval of the care and support plan for eligible clients are all crucial factors to success. 
Through our research, we build further on this assumption from a public administration perspective 
and try to uncover what happens in the implementation phase between the design of policies and the 
actual policy outcomes. More specifically, we question how cash-for-care policies are implemented, 
and which features of the implementation system determine the level of access to personalized care 
and support for eligible people.  
This is an important question as to date there is limited knowledge about how implementation 
impacts the accessibility of cash-for-care policies, even though it is assumed to be a critical 
prerequisite for realizing the policy assumptions: we need to apprehend the implementation process 
of policies to fully understand (the results of) public sector reform. Our research also builds further 
on Dickinson’s argument (2017) that positive outcomes of cash-for-care schemes are dependent on 
adequate management systems and care planning processes in the implementation phase.  
Our model is summarized and operationalized in figure 2. One of the key assumptions in reforming 
care policies in the direction of cash for care was the promise to guarantee better access to care in a 





Figure 2 Black box of cash-for-care policy implementation 
 
We conceptualize access by relying on criteria from previous research (De Corte et al. 2017; Roose 
and De Bie 2003). Availability and accessibility relate to the existence of a supply and the actual 
choices that are available in the system. Affordability refers to the financial and other (e.g. 
administrative) costs for clients related to the policy. Usefulness refers to the extent to which the 
process is supportive, i.e., tailored to the demands, skills, and language of the client. Finally, 
comprehensibility relates to the transparency of the policy to clients, more specifically to the extent 
to which clients are aware of how the system works. Evaluating a policy by applying these criteria 
can provide insight into the feasibility of the policy intentions, taking into account the perspectives 
of clients without having to interview them (De Corte et al. 2017). Between the assumptions behind 






Although the limited existing comparative research on cash-for-care policy has pointed to 
significant differences regarding the context, timing of the reform, the relationship with broader 
long-term care policies, and to some extent to the content and design of cash-for-care policies (Da 
Roit and Le Bihan 2010; Timonen, Convery, and Cahill 2006; Christensen and Pilling 2014), there 
is some institutional isomorphism too. Many governments have embarked on the trend of cash for 
care, and despite differences in how policies are made operational, “these differences do not reflect 
deeply different ideas of how care and care work should be supported by welfare policies” (Da Roit, 
Le Bihan, and Osterle 2007, p. 669). For the purposes of our research, we conducted an exploratory 
double case study of cash-for-care polices for disabled people in the Netherlands and England. These 
cases were selected because, firstly, both countries were early adopters of cash-for-care policy, 
which should enable us to gather sufficient data to answer our research question. Secondly, in both 
countries we observe a similar procedure in terms of application, assessment, indication of care 
needs, and allocation of budget, with policies for people with a disability consisting of a combination 
of social care and health care actors (see presentation of cases below) and implementation at the 
local government level.  
 
2.3.1. Cases: England and the Netherlands 
In England, the Community Care (Direct Payments) Act 1996 introduced the option for local social 
services to allocate a cash budget (Direct Payment) as an alternative to services directly contracted 
by local authorities (Power 2014; Carmichael and Brown 2002). While the policy initially targeted 
people with a physical disability, in the subsequent period the scope and target group became more 
diverse (Ismail et al. 2017; Glasby and Littlechild 2016). The Health and Social Care Act 2001 
confirmed the policy intentions by making it mandatory for local authorities to offer direct payments 
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to all eligible clients (Health and Social Care Act 2001). In 2007, a commitment was set out in the 
Putting People First concordat to provide personal budgets either as a cash Direct Payment or held 
by the local authority or a third-party provider (Christensen 2012). Key to the personal budget is 
that it aims to give eligible individuals an understanding of the amount available to meet their needs 
and to introduce the option to influence or control how it is spent (Carr 2010). Recently, the Care 
Act 2014 has combined all previous legal rules and has also set out some new duties and rights 
(Barnes et al. 2017). In parallel with the Care Act 2014 and following various trailblazer projects, 
in 2013 the right was established to request a Personal Health Budget funded by the National Health 
Service (NHS) for people with long-term care needs. Clinical Commissioning Groups (CCGs) are 
responsible for implementing the Personal Health Budget. When an individual has both social- and 
health-care needs, a joint package of care can be obtained (House of Commons Committee of Public 
Accounts 2016; Department of Health & Social Care 2016). The English policy stems from demands 
from the disability rights movement for greater autonomy and choice. Hence, Direct Payments are 
a tool for reducing direct service provision and increasing the role of clients and other service 
providers (Timonen, Convery, and Cahill 2006). One of the central objectives of the Care Act 2014, 
reforming care and support legislation, is to further establish a system that genuinely focuses on the 
person and not on the service. The regulatory framework should ‘empower people to take control 
over their care and support’ and is at the same time expected to be an efficient way to support 
people with a disability (House of lords 2013; Gadsby 2013).  
In the Netherlands, following several pilot projects, the personal budget became a regular part of 
care policy in 1996, regulated under the Exceptional Medical Expenses Act.3 As from 2001, every 
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eligible individual has been able to choose between receiving care in kind or by means of a personal 
budget (Breda, Gevers, and Van Landeghem 2008). In 2007, the major part of the responsibilities 
for extramural support (and personal budgets to fund domestic care) was decentralized to local 
authorities (Pike, O’Nolan, and Farragher 2016). As of 2015, responsibilities have been transferred 
further to three different legal frameworks. The Social Support Act4 is implemented by the local 
authorities with the corresponding competences to determine eligibility criteria, estimate budgets, 
and decide on the suitability of a cash budget based on the capacity of the client. People with chronic 
heavy care needs are eligible for care under the Long-term Care Act.5 The assessment under the 
Long-term Care Act is carried out by the Centre for Needs Assessment. Separate local Care 
Administration Offices allocate the budget and decide, based on an interview with the client, 
whether a cash personal budget or care services in kind are the best way to address their care needs. 
Both the assessment process and the budget allocation is more standardized in the long-term care 
system than in the social support system (Noordhuizen and Langerak 2014). Thirdly, the Health 
Insurance Act6 introduces the possibility to opt for a personal budget to arrange nursing and personal 
care at home. The rules for obtaining a cash budget can differ from one insurer to another. When 
clients obtain a cash budget under the Social Support Act or Long-term Care Act, their money is 
administered by the Social Insurance Bank, which is in contrast with England where the budget is 
paid into a separate bank account of the client (Pike, O’Nolan, and Farragher 2016). Primary 
motivations for this mode of implementation were promoting the client’s choice and control and 
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stimulating market competition in order to better meet the needs of individuals (Gadsby 2013; 
Timonen, Convery, and Cahill 2006). 
 
2.3.2. Data collection and analysis 
We collected data in two phases. In the first phase, documentary research was undertaken for the 
purpose of becoming familiar with the policy and the key actors involved in the process. Secondly, 
we interviewed key informants in both countries to identify implementation-related features and 
their influence on diagnosing the level of effectiveness, on budget sufficiency, the adequacy of 
support in the trajectory, and on the correct follow-up of clients. Given their knowledge of the policy 
and practice, the selected respondents were expected to be able to identify key implementation issues 
and to estimate the policy effects regarding its key assumptions. Moreover, interviews with experts 
have elsewhere proven to be useful to analyzing public sector reform (Curry, Blijleven, and Walle 
2014). Questions focused on the implementation of the policy in practice, providing access to care 
by means of cash-for-care systems, and perceived implementation problems.  
Key informants included (1) senior central government policymakers who had extensive knowledge 
of the cash-for-care policy for people with a disability; (2) senior local government administrators 
with experience in implementing the policy within a local government and who were also key 
members of the association of local policy actors (such as the vice-president of the Association of 
Directors of Adult Social Services in England); (3) representatives of the care provider sector; and 
(4) senior managers of client support organizations. A total of 24 key stakeholders were interviewed 
(see annex for a list of respondents). We applied purposive sampling to cover the whole range of 
actors involved in the process of application, assessment, allocation, and client support. The average 
length of the interviews was 1h40.  
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Prior to the interviews, a topic list was sent to inform the respondents about our research purposes. 
All respondents approved an informed consent prior to the interview and agreed to the audio 
recording of the interviews. The main strength of the applied methodology was that the semi-
structured interviews allowed us to collect data from key actors with extensive knowledge of the 
cash-for-care programs in both countries. The transcripts of the interviews were thematically 
analyzed (Floersch et al. 2010), using a data-driven approach to code development. NVivo was used 
as a supporting tool during the analytical process. Our analysis allowed us to identify several supra-
country-specific implementation issues, described below. 
 
2.4. RESULTS 
In this chapter, we present the interviewed experts’ evaluation of the implementation of the cash-
for-care policy, and which implementation issues they identify as having a significant impact on 
access to care and support by means of cash for care. The results are summarized in the illustration 
below (figure 3) and are discussed in more detail. The central part of the figure illustrates the 
implementation-related features identified in this study and how this impacts the four constituents 
of an accessible system. We discern (cf. supra) four operationalizations of ‘access’, which are 
assumed to be guaranteed by cash-for-care policies. However, our findings reveal that several 





Figure 3 Summary of the key implementation issues affecting the access in cash-for-care 
programs 
 
2.4.1. Availability and accessibility 
First, several issues related to the availability of and access to personalized care and support by 
means of the procedure for allocating personal budgets were identified. Both countries have set out 
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client choice and control, tailor-made care and personalized outcomes as key objectives of the 
program. Hence, the care and support system, and all its options, should in theory be accessible to 
all clients with eligible support needs. However, the implementation shows that several thresholds 
in the application process decreased the options the system theoretically offers. In England, despite 
recent efforts by the government to streamline the accessibility of cash for care, our respondents 
reported that opportunities for personalized care and support arrangements for clients are still 
influenced by the way personalization is interpreted and implemented locally. The following 
illustrates this statement: 
Some local areas have embraced the ideas of personalization much more than others, you 
know. You see very different attitudes. And if you look at statistics of reliance on care homes 
as opposed to community care, there are many differences which aren’t really explainable 
by anything other than just having a different culture. (Care provider representative, England 
r23) 
This statement also describes the Dutch context. The attitude of local frontline professionals towards 
cash for care also affects the process in the Netherlands. A consequence of this negative perception 
is that some frontline professionals have discouraged clients from opting for a cash personal budget. 
This is illustrated in the following quote from a Dutch local government professional: 
In fact I always [tell the client]: ‘If you can be supported by means of the standard solution, 
you shouldn’t take on the burden of a cash budget’, because there is really a lot of 
administration involved with it and at some point there will be problems. (Local government 
administrator, The Netherlands r6) 
Different reasons were put forward to explain this bias on the part of frontline professionals. Owing 
to a decentralized policy, the degree of support and training social professionals could rely on varied 
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and the volume and diversity of care needs they had to deal with depended on local demographics. 
Accordingly, respondents reported distinct levels of experience, familiarity, and expertise with 
supporting people during the process of application. Hence, agreeing to and steering towards 
standardized solutions might be a more comfortable choice for some, especially when applicants 
have complex care needs. Both in the Netherlands and in England, respondents reflected on the 
influence of negative media coverage of cash-for-care policy. Some argued that the unfavorable bias 
in the system affects the levels of risk professionals are willing to allow in agreeing to personalized 
care and support arrangements: 
Somebody in a local authority provided funding for a season ticket for a football game. And 
the fellow, who was going to the respite unit, could go to the football every Saturday with 
his mates instead. And his wife had a break as well. And the costs were 300 pounds instead 
of 3,000 pounds. But again, that hit the local papers. And there was a huge dialogue in the 
papers and locally. Should the state be funding a football ticket? Really, no adult dialogue 
around what the actual outcome is here. (Client organization representative, England r20) 
Interestingly, we also found that the design of the procedure could significantly impact the 
opportunities for the client to make choices. In the Netherlands, several respondents indicated that 
many local authorities had a tendency to directly contract a considerable amount of care provision. 
While this could potentially bring down the administrative burden for clients, it also reduced the 
options for clients to obtain a cash personal budget in practice, since a client could only apply for a 
cash budget when no government-contracted arrangements were available. Some local authorities 
additionally downsized the rates for people applying for a cash personal budget in order to increase 
the number of people choosing government-managed budgets. It was argued by several social 
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professionals that the latter arrangements allowed local authorities to better ensure the quality of the 
services provided.  
Our conversations suggest that the aforementioned elements lead to the institutionalization of 
practices in which local authorities try to take back control of the process of assessment and to 
reduce potential problems by directly contracting as much as possible. In turn, this reduced the 
client’s control of the process. By way of illustration, in the Netherlands a client who prefers a cash 
personal budget is required to participate in an ‘informed choice conversation’ with a social worker. 
The official aim of this meeting is to provide information on the rights and obligations regarding the 
use of a cash budget. However, respondents indicated that these conversations in practice tended to 
focus on the potential issues associated with managing a cash budget. Hence, they were mainly 
perceived as deterring clients from opting for a cash budget. In England, prepayment cards are 
increasingly used to manage the allocation of a direct payment as a new way to balance client choice 
with public control. These cards allow clients to spend until the balance on the preloaded card is 
exhausted and enable councils to monitor more closely ‘in real time’ how funds are spent. While it 
was indicated that they reduced the transaction costs of monitoring for the government, respondents 
from client representative organizations found that they narrowed down the initial idea of direct 
payments, since some local authorities used prepayment cards to set many restrictions on their use. 
The numerous reported variations in an individual’s access to the full-option system in the process 
of assessment and allocation were, more generally, considered problematic as several respondents 
believed that the real opportunities to personalize care and support in practice tended to be limited 
to the cash budget arrangements. 
Many respondents in England and the Netherlands acknowledged that the process under the cash-
for-care policy could result in more flexible care and support arrangements, especially for people 
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opting for direct payments, since it allowed them, for example, to hire a personal assistant or to find 
alternative solutions for their care needs. These cases were in general referred to as good examples 
of the cash-for-care policy. Local authority staff members across both countries acknowledged this. 
 
2.4.2. Usefulness 
However, in terms of the usefulness of the process similar concerns were expressed in both 
countries. Most respondents felt that certain people were able to benefit more from the process than 
others:  
If you look at the people who benefited the most, they tend to be people who either themselves 
or their families are very articulate and assertive. And there is a disparity between them and 
the people who aren’t in that position. (Care provider representative, England r23) 
A majority of our respondents believed that the client’s level of articulateness influenced the 
outcome of the process of assessment and allocation. Client advocacy was therefore perceived as 
being a crucial part of the system design to support applicants for a budget. Legislation mirrors this 
imperative fact. The Care Act 2014, for example, requires local authorities in England to make 
independent advocacy available to eligible clients. Likewise, in the Netherlands the applicant has 
the right to rely on an independent advocacy service. However, respondents indicated that not all 
people in need of advocacy were informed of and able to access the appropriate form of advocacy. 
Several respondents said that there were problems in accessing independent client advocacy for 
people in a vulnerable position. It was argued that these issues were partly related to the system 
design. Firstly, while frontline professionals are responsible for informing clients about the 
possibility of obtaining advocacy services, in practice clients are dependent on the local 
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implementation to be adequately informed and within an appropriate time span. Since the local 
authorities contract these services, the usefulness depended on how local arrangements developed:  
Local policy officer A: In our administration [the advocacy services] are involved as an 
organization in our local social team. So how independent are they … 
Local policy officer B: They are actually wearing two hats. (Local government 
administrators, The Netherlands r7 & r8) 
Similar concerns were expressed by a client representative organization in England:  
In some cases, they are very useful. In other cases, because the advocacy services are funded 
by the local authority, they can get really nervous about biting the hand that feeds them. 
(Client organization representative, England r21) 
The division of responsibilities into separate legal frameworks and actors additionally reduced the 
usefulness of the system for clients as a means of gaining access to care. In the Netherlands, the 
route to access depends on the support needs. When a client has a need for ongoing support (for 24 
hours a day, or support located nearby), the Centre for Needs Assessment must be addressed. In all 
other cases, the local authority and, when appropriate, the Health Insurance Company provide 
access. This was reported as leading to unnecessary delays in the process and to undue referrals by 
the local authorities to the Centre for Needs Assessment:  
This is what happens far too often in the Netherlands. That local authorities say [to the 
client]: ‘you shouldn’t apply here, you should apply at Centre for Needs Assessment’. And 
then afterwards, when not eligible for long-term care, they come back to the local 
authorities. (Client organization representative, The Netherlands r10) 
These unintended dynamics arguably reduce the extent to which the process of assessment and 
allocation is perceived as supportive of the client. A central government policy maker argued that 
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these referrals tended to be based on attempts by local authorities to downsize costs. Several 
respondents indicated other downsides of the separate legal frameworks since the regulations were 
not fully attuned to each other in practice (e.g. concerning the assessment of needs, calculation of 
budget, and client support). For some people in the Netherlands, their own financial contribution 
towards the cost of care, for example, could be higher in the long-term care system than when they 
received their funding for care and support from the local authorities. In addition, people receiving 
a budget from the local authority in combination with a budget from the Health Insurance Company 
for their nursing needs were confronted with a very complex administrative process. In England, a 
health and social care budget can be combined to answer for the care and support needs of clients, 
if needed. The extent to which this would result in administrative complexity for the client depended 
largely on the local arrangements. Some of our respondents in England expressed their concerns 
about the usefulness of the current process of assessment and allocation to provide individuals the 
opportunities for profound personalization of care arrangements. They indicated that despite the 
rhetoric about disrupting the care policy, the actual output the process produced in most cases did 
not differ much from what it used to be before:  
What I hugely regret is that we don’t, I couldn’t say we don’t allow, we don’t really often 
enable somebody to be really creative and really radical with their direct payment, they are 
often just buying something quite similar to what we would have done. And that’s partly 
because we are very financially constrained. As all other authorities are. So, we tend to be 
focusing on ‘what the tasks are’, as an authority. We need to be much more creative: ‘never 
mind the task, let’s think about the outcome’. But we are really not very comfortable with 
that. We want to know how much they need, and how many hours and what the task is. (Adass 
member, England r18) 
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Similar concerns were echoed by local government administrators and client support organizations 
in the Netherlands. Several respondents argued that local actors implementing the policy felt safer 
and more comfortable with things that were familiar, and tried to do what they knew more efficiently 
rather than be innovative. Fears around the support network having undue impact on the process 
were mainly expressed by Dutch respondents, given the ability in the Netherlands to buy care from 
in-residence family members. The same happens in England as a local government administrator 




In terms of affordability, respondents in both countries were generally concerned about the interplay 
of austerity with the cash-for-care policy. A member of the Association of Directors of Adult Social 
Services (ADASS) argued that the pure aspirations that lie at the heart of the cash-for-care policy 
are compromised when personal budgets are used as a means of rationing. One respondent in 
England defined the whole process of assessment and allocation as “an intense budget negotiation 
with somebody whose job is essentially to shave bits of your original budget and keep shaving it 
off” (Client organization representative, England 1). Budget cuts have also had their effects on 
affordability for the client in the Netherlands. The decentralization of an important part of the 
personal budget policy to the local authorities has been closely tied to austerity measures. The size 
of the budget has in practice strongly depended on the domicile of the applicant. Both in the 
Netherlands and England, big differences were reported concerning the generosity of local 
authorities towards the client. Austerity has encouraged local authorities to search for ways to a 
more efficient deployment of their resources. Some were consequentially reported to ration access 
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to a personal budget by increasing their demands on the client’s support network to deliver unpaid 
care: 
When family members are paid to deliver care and support, we initially decided that they 
should deliver the first two hours of care a day for free. The council agreed, but the client 
appealed against the decision, and finally the judge decided that we were not allowed to 
impose this rule. (Local government administrator, The Netherlands r4) 
Respondents from client representative organizations argued that a cash budget could be a more 
cost-efficient way to answer care and support needs for many individuals. However, it was also 
acknowledged by several of our respondents that not every client could afford to handle the 
administrative responsibilities.  
 
2.4.4. Comprehensibility 
In the Netherlands, managers of two client representative organizations were concerned that the 
separated legal frameworks decreased the comprehensibility of the system for clients applying for 
care and support. They referred to a multitude of cases in which clients experienced difficulties in 
finding their way through the fragmented care system. This was attributable, on the one hand, to 
differences in rules and regulations between social care and long-term care, and, on the other, to 
local authorities enjoying wide discretion concerning the calculation of budgets, the ways in which 
individual support planning took place, and with respect to the allocation of services. This was 
reported as reducing the transparency of the procedures for the client. In addition, conversations 
with both local and central government actors in the Netherlands indicated that in the previous few 
years a hesitant approach had been adopted towards cash personal budgets. This stance can be 
partially explained by the experiences of fraud and misconduct with cash budgets in the recent past. 
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Consequently, the idea was emerging that an individual should only obtain a cash budget when this 
was a deliberate choice. This was also mirrored in the institutionalized ‘deliberate choice 
conversations.’ Respondents in the Netherlands reported that opting for a cash budget should be a 
deliberate choice rather than a response to a lack of available alternatives to fulfill the care needs by 
means of government-managed care. A respondent from a client representative organization pointed 
out that this stance towards people opting for a cash budget was also reflected in the support options 
following the allocation of the budget: 
The government believes that if someone chooses to have a cash personal budget, he should 
be able to find his own information to work with it. (Client organization representative, The 
Netherlands r10) 
The comprehensibility of the English system for people with both social and health related care 
needs depended on arrangements made between local authorities and CCGs. While some explicitly 
opted to work in an integrated way during the process of assessment, care planning and allocation, 
most of them still worked separately, as illustrated by the following quote: 
So, social care will do an assessment, health will do an assessment, you might end up with 
the money in the same bank account, but you will have a social care review and a health 
care review. Because we actually don’t trust each other to do that. (Central government 
policy administrator, England r14) 
Moreover, the specific system (health or social care) an individual had access to was likely to 
influence the outcome for the client:  
For example, two people with a learning disability, both using a wheelchair. But one of them 
has a more medical need or has a history of challenging behavior. One of them could be 
entirely funded through the social care system and will probably have less money. But this 
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also means that he will be more likely to have personalized care. And then you have the other 
person who is funded through Continuing Health Care, and he will be more likely to receive 
something that looks quite medical. He will be less likely to have – or to know about - a 
Personal Health Budget and will much less likely have control during the process. (Client 
organization representative, England r23) 
Comprehensibility and transparency issues with the cash-for-care process were reported in both 
countries. Several respondents indicated that some clients indeed were aware of their responsibilities 
after obtaining a budget. On the other hand, others made choices that were not in line with the 
regulations and were sanctioned. As such, the policy implementation generally was not perceived 
as fostering transparency:  
So, what should I be entitled to expect when I approach my local authority to ask an assistant: 
what should the assessment process do, how much money should be in my personal budget, you 
know… That level of transparency about how the system works is an issue. And that is not in 
place generally across the country. Local authorities are not good at being open and transparent 
and honest about some of those key entitlements that people have. (Central government policy 
administrator, England r14) 
 
2.5. DISCUSSION 
In this article we have empirically addressed how implementation issues determine the level of 
access to personalized care and support for eligible adults with a disability, relying on a set of criteria 
to assess the effectiveness of cash-for-care policies. By attempting to open the black box between 
the policy assumptions that inspired the shift to cash-for-care policies and the eventual outcome of 
this policy reform, our findings provide insight into the main challenges faced in its implementation. 
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The results of our study clearly show that in order to assure effective access, policy design should 
take into account a diverse array of factors that impact implementation practice, including the actual 
accessibility of advocacy services, the alignment between different legal frameworks, and rule 
transparency. Our findings also indicate that despite representing an ongoing trend among welfare 
states worldwide, personalization policies such as cash for care are likely to continue to generate 
significant reluctance at the level of frontline implementation. While this confirms previous research 
arguing that access to personalized care might be tightened throughout the process of assessment 
and allocation (Ellis 2007), it signals the ongoing impact of the culture and attitudes of frontline 
workers on the effectiveness of cash-for-care policies. In line with Priestley et al. (2010), we 
identified a significant impact of the micro-cultures emerging at the frontline implementation level. 
One possible explanation could be the ambiguity of the personalization narrative, incentivizing 
frontline actors to make the ‘least risky’ implementation choices (Needham 2011). 
Our findings further suggest that the observed implementation issues may be hard to counter, 
providing evidence for the claim that administrative systems are difficult to change in more than 
incremental ways (Pollitt and Bouckaert 2011). In particular, we found that the actual access people 
have to personalized care and support largely depends on the interplay of multiple elements in their 
implementation, especially when key responsibilities are decentralized to the frontline of 
implementation (e.g., social workers in local authorities in the Netherlands). Essentially, this implies 
that progression towards a more personalized care and support regime might only be piecemeal, as 
opposed to the ‘choice revolution’ envisioned by the responsible policymakers and personalization 
proponents (Glasby and Littlechild 2016). In both countries under scrutiny, we found evidence for 
an institutionalization of practices that reduced opportunities for the client to be in control during 
the process of assessment and allocation, including limiting the provision of information to clients 
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or reducing spending options by means of prepayment cards. One explanation could be that there 
are large differences in the levels of experience and expertise with personalizing care arrangements 
between frontline professionals, due to which many of them might be confronted with high levels 
of uncertainty about supporting clients’ decisions during the process. Indeed, it has been argued that 
the ambiguities related to the narrative of personalization have generated uncertainties (Needham 
2011). In addition, while previous scholars have indicated the significance of appropriate 
information and support (see e.g. Laragy and Ottmann 2011; F. Mitchell 2015), we found that access 
to and the effectiveness of client advocacy in practice was influenced by the extent of its dependence 
on its local implementation and by its level of accessibility through frontline practices. Moreover, 
both countries under scrutiny have devolved important responsibilities, such as setting budget rates 
or establishing control mechanisms, to the local implementation level. Hence, depending on local 
discretion regarding cash for care, decisions have in turn either restricted or facilitated the 
accessibility of personalized care for the applicants. Thus, while cash-for-care policies are assumed 
to enable applicants to better access personalized care and support, both local discretion and 
differences in legal frameworks (e.g., health and social care legislation) reduce the transparency and 
hence the comprehensibility of the process.  
Although we studied policies in only two countries, a degree of generalization of our results is 
possible, since we found that similar systems faced similar implementation issues impacting the 
process for the applicant. In this regard, our findings may also be relevant for other cash-for-care 
policies, since they provide insight into the crucial stages of providing access to personal budgets. 
However, we should acknowledge that our study also has some limitations. Firstly, the scope of our 
research was limited to the process of assessment and allocation of personal budgets. We did not 
test the actual outcomes of cash-for-care policy on choice and autonomy for the client receiving care 
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and support, nor did we test the actual efficiency of allocated personal budgets. Secondly, the 
findings in this article are based on the perspectives of experts on the policies and hence provide 
insight into accessibility issues from a system-level perspective. As a result, we are not able to report 
effects on the individual client level. We therefore recommend further research, which should 
include the perspective of clients, to further explore these issues on a micro level.  
 
2.6. CONCLUSION 
One of the merits of implementation is that it provides feedback on the elite decision-makers’ ideas 
and generates input about what to do next (Pollitt and Bouckaert 2011). Our article has shed light 
on the gap between what is desirable and what is feasible in policy practice. Our findings indicate 
that if policies genuinely want to pursue effective access to care and support for all eligible people 
with a disability, these implementation issues should not be overlooked. Hence, if one lesson can be 
learned from our study, it is that unless attention is paid to implementation issues that affect the 
availability, usefulness, affordability, and comprehensibility of the policy, there is a real risk of 
variation in the quality of, and access to, service delivery for clients who are equally eligible.  
 
2.7. ANNEX RESPONDENTS 
The Netherlands 
Respondent 1 Central government Senior personal budget 
policy officer 
Respondent 2 Centre for Care Needs 
Assessment 
Senior expert at the Centre 
for Care Needs Assessment 




Respondent 4 Local authority A Policy officer personal 
budgets 
Respondent 5 Local authority B Policy officer personal 
budgets 
Respondent 6 Local authority B Frontline worker personal 
budgets 
Respondent 7 Local authority C Policy officer personal 
budgets 
Respondent 8 Local authority C Frontline worker personal 
budgets 
Respondent 9 Care provider association Care provider 
representative 
Respondent 10 Client support organization A Founding member, peer 
counselor 
Respondent 11 Client support organization B Policy expert personal 
budgets 
Respondent 12 Care insurance company Manager 
Respondent 13 Care insurance company Expert Personal Budget 
policy 
England 
Respondent 14 Central government Personal budget delivery 
manager 
Respondent 15 Central government Personalization manager 
Respondent 16 Central government Senior personal budget 
officer 
Respondent 17 Central government Senior personal budget 
officer 
Respondent 18 Local authority A  Director of social service, 
and member of Association 
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of Directors of Adult 
Social Services board 
Respondent 18 Local authority B Director of social service, 
and member of Association 
of Directors of Adult 
Social Services board 
Respondent 19 Local authority B Policy officer personal 
budget 
Respondent 20 Client support organization A Founding member 
Respondent 21 Client support organization A Personal budget expert 
Respondent 22 Client support organization B Personal budget expert, 
peer counselor 
Respondent 23 Care provider association Care provider 
representative 
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Chapter 3.  Can one size really fit all? The allocation of personal budgets to 
people in a situation of abuse or neglect. 
 
ABSTRACT 
Personal budgets are increasingly used to provide tailor-made care. Little is known about the 
effectiveness of providing access to personal budgets to people with a disability in a situation of 
extreme vulnerability. In this article, we explore the process of assessment and allocation for people 
with a disability in a situation of abuse and neglect. We collected data through interviews and focus 
groups with frontline professionals. Our findings reveal how the caseworker – client – network 
interactions complicate the envisioned power shift from the professional to the client and how this 
affects the professionals’ work. Secondly, we identified several ways in which the institutional 
context – designed with a focus on providing access to all – constructs barriers for the applicants. 
As a result, there is a tangible risk that these systems “designed for all” threaten to disadvantage the 
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3.1.INTRODUCTION AND PROBLEM STATEMENT 
Personal budget (PB) policies, through which governments directly transfer control over public 
money to eligible clients, have been introduced in various welfare states over recent decades (Laragy 
2010). Based on the perceived virtues of these person-centered approaches to care and support, there 
is a strong belief among policymakers and user groups that they will enhance the successful 
provision of access to care and support for all people with a disability (Mladenov, Owens, and Cribb 
2015; Dickinson and Carey 2017). Firstly, increased user choice (Stevens et al. 2011) and more 
personalized and flexible care arrangements for people with social- or health-care needs are assumed 
when introducing personal care budget policy (Needham 2011). Secondly, the introduction of more 
choice, competition, and market is supposed to make service deliverers more considerate of the 
needs and wants of the individual (Needham 2011; Kendall and Cameron 2014). Evidence shows 
that personal budgets can increase the sense of control clients have regarding their care and support, 
resulting in an improved quality of life (Netten et al. 2012; Arksey and Baxter 2012). Finally, from 
a public finance perspective, cost-effectiveness is assumed, as supply (the budget needed to buy 
care) and demand (the level of care needed) can be optimized at the level of the individual client 
(Slasberg, Beresford, and Schofield 2012; Tim Stainton, Boyce, and Phillips 2009). 
However, there is also a recurring critique that PB policy might not be the panacea that many 
proponents had expected. In practice, personal budget policies might lead to inequalities in access 
to and the effects of such schemes (Glendinning 2008; Malbon, Carey, and Meltzer 2019). Eligible 
clients with more financial and/or social capital might benefit more, compared to their less well-
endowed counterparts (see e.g. D. Leece and Leece 2006; Slasberg, Beresford, and Schofield 2012; 
Stevens et al. 2011). Concerns have been raised about the effectiveness of these personalized 
policies for specific users who are considered to be more vulnerable than others in a PB context, for 
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example people with a learning disability (Abbott and Marriott 2013), the elderly (Rabiee, Baxter, 
and Glendinning 2016) and people with dementia (Manthorpe and Samsi 2013). Accordingly, 
current knowledge suggests that PB policies may challenge policymakers and public managers in 
developing effective systems to provide access to care and support for all (Benoot et al., 2017; 
Malbon et al., 2019). Typically, these policies involve a process of assessment, support planning, 
and allocation and are assumed to be suitable for a diverse array of applicants with cognitive or 
developmental disabilities in a wide variety of contexts. Hence, people with different types of 
disability in different circumstances may need other types of support (Laragy 2010). Dickinson 
(2017) has argued, based on a rigorous review of the literature on personal budget policies, that 
particular attention should be given to this level of their implementation. Concomitantly, the 
literature indicates a trend towards standardizing the provision of public services in a social policy 
context, as evidenced in guidelines and written procedures for decision-making (Ponnert and 
Svensson 2016). This raises questions about how the standardized work environment for 
professionals interacts with their tasks in providing access to care and support for the diverse array 
of people with a disability. 
The purpose of this study is to identify whether a personal budget policy can fulfill its promise for 
a very complex group of clients in a situation of extreme vulnerability, by exploring the experiences 
of frontline professionals providing access to personal budgets. We draw on data from focus group 
conversations with a range of professional stakeholders. While the importance of varying degrees 
of vulnerability in a context of consumer choice in social and health care is acknowledged (Fotaki 
2009), little is known in particular about the effectiveness of PB policies in targeting such clients. 
This is an important issue, since studies indicate that individuals with developmental disabilities are 
more vulnerable to abuse (Thornberry and Olson 2005; Curtiss and Kammes 2020) and that adults 
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with disabilities in general, are at an increased risk of violence compared with non-disabled adults 
(Huges et al. 2012). Moreover, the policy literature has pointed to difficulties with reconciling the 
competing policy objectives of safeguarding and personalized care in practice (Carr, 2011; Stevens 
et al., 2018). Although previous studies have provided valuable insights about the concerns of 
frontline professionals and identified potential risks for clients in a situation of extreme 
vulnerability, little is known about how their specific situations and needs interact with the system 
design of personalized policies (Manthorpe and Samsi 2013; Hunter et al. 2012; Manthorpe et al. 
2009; O’Malley, Irwin, and Guerin 2020). Unequal access to care and support in connection with 
personal budget policies has been a concern (Malbon, Carey, and Meltzer 2019). In this article we 
empirically explore the provision of access to personal budgets for this target group.  
This article contributes to the literature by exploring how the interplay between vulnerable clients’ 
needs and system design might affect the access to personal budgets. Further, by focusing on the 
procedure for providing access to personal budgets for these clients, we look beyond the budgetary 
arguments (underfunding of disability policy) and individual client-level explanations for policy 
failure by embedding the impact of the system design in our research scope. Additionally, by 
empirically assessing the impact of the organizational and system context on the effectiveness of 
PB policy in practice, we address recent calls from scholars to give attention to the administrative 
structures and systems though which personalization schemes are delivered (Dickinson 2017; 
Malbon, Carey, and Meltzer 2019).  
 
3.2. SETTING AND METHOD 
3.2.1. Our case and the system characteristics 
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Following the international trend towards personalization of care and support services, the 
introduction of personal budgets in Flanders (Belgium) in 2017 represents a major policy shift for 
people with disabilities (Dickinson 2017; Roets et al. 2020). Currently, over 25.000 adults in 
Flanders receive a personal budget, through which the government transfers control over public 
money to the individual client (Flemish agency for people with a disability 2019). Embedded in a 
historical context of long waiting lists for care and support, a key objective of the Flemish policy is 
to guarantee access to care and support for disabled people with the largest and most urgent support 
needs by means of a personal budget, either held as a cash budget by the disabled person or as a 
voucher to purchase care (Vandeurzen 2010). Beneficiaries of the legislation explicitly comprise 
people with a disability in a situation of extreme vulnerability due to abuse or neglect. For these 
people, the Personal Budget Decree7 places a duty on the professional stakeholders entitled to 
implement the process of assessment and allocation to prioritize access for eligible applicants for a 
personal budget. While the Personal Budget Decree has important implications for policy and 
practice, little is known about the implications for the assessment of needs and the allocation of 
resources to people in a situation of extreme vulnerability. 
In this study, this concept of extreme vulnerability is operationalized by focusing on people applying 
for priority support based on their precarious situation. Drawing on the definition by the Flemish 
government, they are “individuals with a disability who experienced proven severe physical, 
psychological, emotional abuse (including sexual abuse) or neglect by an informal carer or a 
resident family member” (Flemish government 2016). Given the context of abuse or neglect, these 
 
7 ‘Decree’ designates a Flemish ‘law’. The term ‘Decree’ is used to distinguish Flemish ‘laws’ from federal 
‘laws’ (which are called ‘Law’).  
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clients share a combination of specific characteristics. Firstly, they require urgent care and support 
in order to tackle their precarious situation. Secondly, they represent complex cases for professionals 
to unravel, due to the interplay of disability-specific needs and contextual factors. Thirdly, they 
involve a more difficult relationship between the network and the client, potentially affecting the 
process. 
The process of assessment and allocation includes three key features: disaggregation, 
standardization, and domain-specific boundaries. Firstly, the responsibilities have been 
disaggregated towards a broad sequence of actors and organizations, with the aim of carrying out 
an independent evaluation of the needs and priorities of the client. A multitude of organizations with 
specific tasks and roles are accordingly involved. Hence, clients come into contact with a range of 
professionals, all of whom have different decision-making competences, depending on the step in 
the procedure (figure 4).  
 








The first step in determining the level and extent of care and support one can receive involves a 
needs assessment. This can be carried out by the client and his network, or he/she can be assisted 
by professional actors (e.g., the health insurance fund, or the Support Plan Organization8 funded by 
the Flemish Agency for Persons with Disabilities (VAPH)). The second step in the procedure is the 
assessment of the client’s support plan and the urgency of the care needs by a Multi-Disciplinary 
Team (MDT), made up of care professionals such as doctors, social workers, nurses, and 
psychologists. Finally, the Provincial Evaluation Commission (PEC) decides on the recognition of 
the disability and the Regional Priority Commission (RPC) decides to assign the client to one of the 
three so-called waiting lists. People assigned to the first waiting list are supposed to obtain their 
budget more quickly than those on waiting lists two and three. Clients in a situation of neglect and 
abuse can appeal for a “priority budget” based on their precarious situation. This enables them to 
bypass these three waiting lists. In other words, after completing the assessment procedure their 
budget is assigned immediately (Flemish government 2016).  
Secondly, the process of assessment and allocation involves standardization in many ways. As 
illustrated in the figure, the process needs to be followed stepwise (figure 4). Additionally, each step 
involves elements of standardization. The support plan is a pre-structured plan used to identify the 
support needs and wishes of all types of applicants. It is structured to help clients identify ways of 
meeting their needs by focusing on potential solutions, including help from the client’s informal 
network or from professional service providers. In the next step, MDT members use standardized 
assessment tools to objectify the client’s needs and to determine the level of priority. Finally, the 
 
8 Dienst Ondersteuningsplan (DOP) 
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RPC bases its decision on the priority to be assigned to the support needs on an intersubjective 
appraisal using legal criteria.  
Thirdly, the work performed by professionals is situated on diverse domain-specific boundaries. In 
practice, they need to distinguish between regular and priority applications, and between disability-
related needs and needs from adjoining policy domains. The Flemish personal budget is not means-
tested and covers the full costs of care and support.9 In practice, the government’s ability to allocate 
a personal budget to all eligible clients in the short term is limited, given the macro-budgetary 
constraints. Consequently, the Flemish disability sector has been dealing with lengthy waiting lists 
for many years. Hence, from a policy perspective an objective procedure to prioritize access to care 
and support is paramount, in particular because the government has explicitly included access to 
personalized care and support for people with the most serious support needs as one of the top policy 
priorities (Roets et al. 2020). Thus, people with disabilities in a situation of abuse and neglect are 
unquestionably an important target group for personal budgets.  
 
3.2.2. Data collection and analysis 
Our study was conducted between February and August 2018. In order to become familiar with the 
procedures and to identify the key actors involved, an initial group interview was carried out with 
expert policy officers (n=5) at the Flemish Agency for Persons with Disabilities (VAPH). For our 
data collection, we conducted two focus group interviews with a total of 24 experts involved in the 
procedure of assessing and allocating personal budgets at the frontline (see annex). Previous 
research has indicated that these professionals are vital for the adequate implementation of personal 
 
9 Excluding daily living costs (e.g. rent, food). 
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budget policies (Carr 2012). Moreover, in working closely with client cases they shape the actual 
policy (Lipsky 1980). We conducted focus group conversations because they allow the participants 
to share knowledge and because this method is particularly relevant to studying (early) experiences 
(Kitzinger 1995). In addition, the method offers insight into the extent of diversity and consensus 
among participants (Morgan 1996). Moreover, in sharing experiences with each other, respondents 
were compelled to develop their arguments and reflect on their experiences (D. Morgan 1998). Since 
Flanders has only relatively recently embarked on its personal budget policy reform, currently only 
a limited number of professionals have significant experience with providing access to personal 
budgets for people in a context of abuse or neglect. A total of 102 personal budgets for such people 
have been allocated since the introduction of personal budgets in 2017. To select participants, we 
therefore applied purposive sampling, adopting explicit inclusion criteria in collaboration with the 
VAPH. Having substantial experience with personal budgets for people in a context of abuse or 
neglect was the main selection criterion. We selected respondents based on the number of cases they 
had handled since the introduction of the personal budget policy.  
Secondly, considering the diversity of frontline professionals involved in the procedure (cf. the case 
description above), in each focus group we included two actors for each of the organizations or 
commissions involved (e.g. two members of a Multi-Disciplinary Team, two members of a Regional 
Priority Commission etc.).10 Based on these selection criteria, we covered the vast majority of the 
professionals with significant experience in the Flemish personal budget regime.  
 
10 It should be noted that the PEC members were not included in the focus group conversations since their 
tasks do not impact the prioritization process for allocating the budget.  
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In the first focus group, questions related to the way in which the implementation of the policy was 
experienced by the professionals and about its effect on access to personal budgets for vulnerable 
clients. In the second focus group (with other respondents, but performing the same tasks and roles 
in the same organizations as the respondents in the first focus group), the findings of the first focus 
group were presented and further discussed in order to provide (internally) validated results. The 
conversations were audiotaped and transcribed verbatim. Prior to the focus groups, informed 
consent was obtained from all the participants. Data was analyzed using Nvivo 12 and applying a 
thematic approach (Braun and Clarke 2012). This allowed us to derive the main overarching themes 
related to the process of assessment and allocation. In a second phase, our findings were further 
validated by presenting the report to the participants in the focus groups so that they had the 
opportunity to comment on our analysis. Eleven respondents participated in this member check.  
 
3.3. RESULTS 
Our findings are structured in three clusters that emerged from the analysis of our data. First, we 
will elaborate on the implications of the vulnerable situation of the client for interaction with the 
caseworkers. Secondly, we report the findings on how the institutional context affected the 
accessibility of personal budgets for these clients. Thirdly, we focus on the impact of the economic 
context. 
 
3.3.1. Caseworker – client – network interactions 
Client-centered support planning and choice is a tenet of personalization and the subsequent 
personal budget policies. The process of assessment and allocation, inspired by the model of the 
American Association on Intellectual and Developmental Disabilities, heavily relies on the input of 
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people with a disability and their family members (see e.g. Devi et al. 2019). In general, the 
professionals endorsed the policy ideology. However, it was a major concern that the envisioned 
shift of power relations in the process of assessment and allocation from the professionals towards 
the client and their network was difficult to achieve in cases with extremely vulnerable clients. An 
important limitation in carrying out their work as professionals was the different way in which the 
network related to the user in the context of situations of abuse or neglect. In general, it was less 
clear whether the network was supportive of the client or was part of the problem. This had a number 
of effects on the interaction between professionals, client and the network during the procedure. 
During the focus group discussions, the participants illustrated how the different relationship 
between the network and the client complicated their role as professionals in general and the 
opportunity to facilitate client-centered choices in particular. This meant in the first place that 
assessing the specific needs and wishes of the client was often complex and time-consuming, as in 
many cases conflicting solutions were requested by the client or the network:  
When we assess a [regular application for a personal budget], the network supports the 
client, but in cases of abuse and neglect the network is often part of the problem that needs 
to be addressed. (R5, social worker in client support organization) 
Respondents argued that the clients’ loyalty to their network, including the alleged abuser, could 
disrupt the assessment and allocation process and might therefore deter genuine client-centered 
support planning. Given the conflicting interests of network and client in some situations, it was not 
easy to discern what the client actually desired. Consequently, the transfer of power to the client 
envisaged by the personal budget policy was found to be clouded in practice. This could result in a 
mismatch between the initial needs identified for the client and the actual outcome of the process:  
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We supported some cases where the client had obtained a budget based on a situation of 
abuse in his network. However, after granting the personal budget, the same network was 
employed as his personal assistant. (R5, social worker in client support organization) 
Our conversations revealed different attitudes towards assessing and allocating priority budgets to 
clients in a vulnerable situation, in line with extant street-level literature (see e.g. Ellis 2011). Many 
professionals described how they took up an advocacy role, trying to provide access to personal 
budgets for vulnerable clients beyond the scope of a strict interpretation of the regulations. These 
arguments revealed that professionals’ behavior is guided by their own professional norms and 
judgements. A member of the priority commission argued along these lines:  
If we are not allowed to deviate from the rules, then I think we shouldn’t be doing this work. 
Then let a computer analyze cases by applying a model and grant access to a personal 
budget. (R7, professional in care provider organization and RPC member).  
The strict regulations, imposed by the Flemish Agency, did not seem to fit with the professionals’ 
concept of a “vulnerable client.” Most of our respondents considered that the legal criteria for 
granting access to a priority budget were too narrowly defined, not allowing them to provide access 
to all applicants they considered to be in a vulnerable situation. Consequently, many social workers 
seem to have developed their own definition of people eligible for priority support:  
The constant discrepancy between doing the assessment based on the spirit of the law or its 
letter is very hard to deal with for us. Because we often notice that people are really at the 
end of their tether and that we actually can’t put [their situation] on paper to fit in with a 
rule… As a consequence, we can’t give them access to the priority personal budget. But if 
we don’t support them, they possibly will need to wait for two more years until they receive 
their personal budget. (R23, Member of a Multi-Disciplinary Team. Member of the RPC) 
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On the other hand, our conversations also revealed a more adversarial approach. All professionals 
were confronted with an increasing number of applications for priority support. These originated 
from adjoining policy fields, including people with mental health issues or even people with judicial 
related issues. In other words, the boundaries of the procedure to grant priority access are, in 
practice, not as clear as the government has set out in the regulations. Some practitioners argued 
that the personalization of the policy had not only increased the options to individualize care and 
support but had also affected the influx of people applying for a budget. A respondent expressed it 
thus: 
The more creative the budgets can be used by clients, the bigger the risk that they will 
eventually end up in the hands of other groups of people than those the initial policy has 
intended to address. (R19, professional at the interdisciplinary team from the Flemish 
Agency for Persons with Disabilities) 
In an attempt to respond to this pressure, some professionals tended to shift their focus more to 
finding “hard evidence” from general practitioners, police reports or psychologists to more strongly 
substantiate claims concerning urgent care and support needs. This “medicalized” rather than 
“personalized” focus narrowed down access for people who could not provide this kind of solid 
evidence. Moreover, several respondents argued that in a number of cases it made sense to restrict 
certain choices in the interest of the client. This could be done, for example, by only allowing 
support to be provided by a licensed care provider when allocating a budget. This would limit the 
opportunity for these clients to opt for a cash budget. However, our findings also indicate that these 
different positions of professionals had only a limited influence on access to personal budgets 
because the work practice of professionals was grounded in an institutional context of 
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standardization and disaggregation. In the next chapter, we will elaborate on this institutional 
context. 
 
3.3.2. Institutional context: standardized and disaggregated practice 
As previously introduced in this article (chapter 3.2.1), the process of assessment and allocation is 
embedded in a broader institutional context of standardized and disaggregated approaches to 
providing access to care and support for people with disabilities. Although professionals agreed that 
this course of action was useful in providing access to regular applicants for care and support, they 
found this context problematic in situations of extreme vulnerability.  
 
A contested context for support planning 
Firstly, the disaggregated nature of the procedure raised concerns for the professionals in grasping 
the actual situation of the client and finding the best way to address their care and support needs. As 
every actor involved in the process was required to follow the procedure as designed by the 
government, there remained little leeway for a personalized approach to the needs of the client. One 
important illustration of how this was problematic were the difficulties in drawing up a support plan. 
This is the first step in the process for allocating a personal budget. A principal concern was that 
support planning with a focus on long-term needs was not meaningful as long as the crisis situation 
in which the clients found themselves remained unresolved in the short term. The professionals had 
to comply with the official regulations instead of providing tailored support for the client’s situation: 
My experience is that people who apply for a priority budget based on a situation of abuse 
or neglect often find it difficult to think about the desired care and support in the long term, 
because they are too preoccupied with the crisis situation they are dealing with. Support 
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planning would only make sense if we were allowed to address their short-term problems 
first. (R6, Coordinator of Support Plan organization) 
Consequently, the standardized approach to allocating personal budgets resulted in suboptimal 
outcomes for applicants in situations of extreme vulnerability. This was perceived to be very 
problematic because each of the following steps in the procedure builds on information from the 
support plan. Several members of the Multi-Disciplinary Team argued that it was often hard to 
reconcile compliance with the official procedures with their role as a professional managing and 
safeguarding vulnerable cases:  
There is little room for our own judgement [in the procedure]. For instance, some clients or 
care providers want to go through the completed application form. Especially in these cases 
where the alleged abuser sits at the table during the interviews and eventually reads the 
reads report, we actually have to rephrase the case information in such a way that it is not 
apparent to the abuser, but at the same time it must be sufficiently clear to the Priority 
Commission that there is a situation of abuse or neglect. (R4, Member of the Multi-
Disciplinary Team). 
 
Communication and coordination problems 
The standardized and disaggregated approach was therefore perceived as detrimental to the quality 
and results of the process, as it entailed a variety of communication and coordination problems 
between the professionals. Social workers from the Priority Commission (RPC) complained that 
they did not always receive the correct or necessary information for assessing eligibility for priority 
access to a personal budget. However, the MDTs who should provide this information to the RPC 
argued that they had difficulty in identifying what information was relevant to them. The very 
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variable quality of the information was considered problematic by several frontline professionals. 
Files prepared by professionals who were able to represent the urgency of the context in an 
administratively acceptable and comprehensible manner proved to have a higher success rate in 
exceeding the eligibility threshold. These examples illustrate the challenges faced in communicating 
complex case information through sequential steps by means of standardized questionnaires or 
checklists. Moreover, contact between the client and the same professional tends to be limited due 
to the disaggregated procedure. This was perceived as hampering an in-depth and coordinated 
exploration of the situation of the client. In more general terms, rules or agreements about the 
different tasks and roles in the process were seen as an impediment to the ability of professionals to 
gain a good understanding of the client’s situation. For example, in order to ensure equitable access 
to personal budgets, official government regulations prohibit the RPC from contacting the MDTs 
on client cases. As a result, the admissibility of applications was adversely affected by the lack of 
sufficient information for the RPC to make a decision.  
Furthermore, professionals stated that the process described above had an impact on the 
transparency of the system for both clients and professionals. Several professionals expressed 
concern that they remained in the dark about the evolution of the client’s file and the time frame 
within which a decision was to follow. In addition, professionals from the MDT reported that they 
experienced difficulties in estimating to what extent an application for priority support for a client 
in a vulnerable situation would be approved by the RPC. This lack of procedural transparency was 
perceived as a major obstacle in the application process. This can be illustrated by the following 
example. While MDTs are, in principle, officially expected to complete a checklist to identify the 
priority needs of clients in a situation of abuse and neglect, one practitioner said that because of the 
lack of transparency she tended to be reluctant to initiate the process of applying for a priority 
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budget. Since the outcome and timing of the process were uncertain, starting up the procedure for 
the applicant to obtain support in a situation of abuse and neglect could be detrimental in the short 
term:  
That is exactly the difficulty we are facing. If we knew that when we apply for a person, there 
would be a budget available in short term, well… then we would just go through the difficult 
process. But if you know that there is a procedure with an uncertain outcome that could take 
up to ten months before there is a budget, then you don’t know what you will cause with the 
application process in the domestic situation. (R4, Member of the Multi-disciplinary Team) 
 
Timely solutions are compromised 
Professionals consistently acknowledged the importance of timely solutions for addressing 
precarious situations. However, identifying personal needs, wishes, and opportunities and 
generating a personalized plan to tackle these issues were seen as a time-consuming and intensive 
process given the client’s complex and vulnerable situation. Reflecting upon the entire assessment 
and allocation procedure, there was consensus that the requirement to go through all the different 
stages of the personal budget procedure entailed undesirable delays in every individual step of the 
process. Indeed, the accumulation of waiting times was not limited to completion of the support 
plan, since applicants typically faced additional delay each time their files were moved from one 
actor in the process to another:  
You know, in the Multidisciplinary Teams there is sometimes a waiting time of three to four 
months. So, it is actually the entire process. Ditto for the Priority Commission. Because it 
[the case file] needs to be submitted a month in advance or the reviewers won’t have enough 
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time to read it. So, throughout the entire process, there are elements that slow things down. 
(R7, social worker in care provider organization and RPC member) 
As a result, despite the urgency of their support needs, it was not uncommon for clients to face a 
one-year “process period” before they were allocated a personal budget and could begin to address 
the problematic situation. Given the nature of the clients’ needs, this was seen by professionals as 
undeniably a highly detrimental effect of the disaggregated procedure. In summary, our findings 
suggest that the standardized and disaggregated processes for allocating personal budgets are 
detrimental for applicants in a situation of extreme vulnerability. Support planning as a stepping 
stone towards personalized care and support is not effective if the problems in the short term are not 
addressed. Moreover, stringent procedures constrain professionals in responding to the needs of the 
applicant throughout the process. Finally, the disaggregated design of the procedure causes 
communication and coordination problems between professionals and compromises equality of 
access to and timely provision of a personal budget. These factors appear to play a key role in 
outcomes for the client. However, we must also acknowledge that they are embedded in a broader 
economic context, on which we will elaborate on our findings below. 
 
Economic context: scarcity of resources 
Professionals reflected upon the importance of their gatekeeping role in the procedure for 
guaranteeing procedural fairness and access to personal budgets for people who are legally defined 
to be in a vulnerable situation. This was particularly important in a context of scarce resources. 
Besides applications arising from adjoining policy domains, due to long waiting times for all people 
with a disability some of them apply for the priority budget procedure as a shortcut that could offer 
them an earlier prospect of obtaining care and support. Hence, frontline workers perceived it to be 
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important to distinguish between urgent and very urgent cases. Several respondents agreed that 
applications for priority and non-priority support “are communicating vessels. (…) The one thing 
affects the other, so I think that you need to deal with it as a whole. Then you can achieve something. 
But if you try to fix only one part of the procedure, then you still are going to have an effect on other 
parts of the system” (R13, professional at the interdisciplinary team from the Flemish Agency for 
Persons with Disabilities). The decision to give priority to one client has a direct impact on the 
waiting time for other applicants. This particular context complicated the task of the professionals 
in assessing whether there was actually a situation of “serious” abuse or “serious” neglect. Several 
respondents expressed the need for a clearer framework to enable them to evaluate “how serious” 
the situation really was.  
 
3.4. DISCUSSION AND CONCLUSION 
Disability policies have long been criticized for being too paternalistic and for their lack of 
flexibility. Personalization advocates have contended that personal budget policies could provide an 
answer to these critiques (Kendall and Cameron 2014). So far, much of the research on personal 
care budgets has focused on their effects on major policy goals, such as autonomy, choice, and 
efficiency (see e.g. Stevens et al. 2011), and on the interplay of the policy with the precarious 
governmental financial context (Kendall and Cameron 2014; Brookes et al. 2015). The current body 
of knowledge concerning the outcomes and effects of such schemes has identified some framework 
conditions for their effective functioning, such as appropriate support mechanisms and effective 
care coordination (Dickinson 2017). In this article, we have explored whether a one-size-fits all 
approach to allocating personal budgets is an effective way to provide access to care and support 
for clients in a situation of extreme vulnerability. 
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Although we need to acknowledge that our findings are derived from a single case study (Flanders, 
Belgium), we believe that we can offer some valuable perspectives that go beyond the case. Their 
wider applicability is indicated by the fact that other personal budget policy frameworks, in other 
countries and contexts, are more or less similar as far as institutional designs structuring the 
application, assessment and allocation processes are concerned (Timonen, Convery, and Cahill 
2006). Support planning with the involvement of the client and their network, standardized 
assessment tools to measure needs and allocate budgets, and processes that should objectify the 
allocation of personal budgets are used in several countries (Junne and Huber 2014; Slasberg and 
Beresford 2016; Timonen, Convery, and Cahill 2006). By exploring the interaction between the 
clients, network and professionals, on the one hand, and institutional context features, on the other, 
our research reveals several issues. It shows that there is a very strong interplay between the 
institutional context and the complexity of the situations of highly vulnerable users in their 
interaction with the professionals. If insufficient attention is paid to it, this factor threatens to narrow 
access for the most vulnerable users and may contribute to the effects of inequality identified in 
other research (Carey et al. 2018). Firstly, the complexity of the situation hampered the work of 
professionals throughout the process in providing tailor-made care and support. The different way 
in which the network related to the client was perceived to be especially difficult to reconcile with 
personalized care planning. However, interestingly, our data indicate that the outcomes for the 
clients were mainly influenced by the institutional context of standardization and disaggregation. 
Hence, we argue, in line with Dickinson (2017), that the system design of these policies is another 
major prerequisite for policymakers to take into account when considering the accessibility of the 
schemes that they establish. In this article, we addressed the call by Malbon et. al. (2019) to give 
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attention to the administrative structures and systems though which personalization schemes are 
delivered.  
More specifically, by focusing on the process of assessment and allocation of personal budgets, our 
findings indicate that the institutional design of the procedure should reflect the diversity of 
characteristics within the population that is targeted by the policy. Indeed, research has shown that 
there are some difficulties with the application of the personal budget policy to some users (Abbott 
and Marriott 2013; Rabiee, Baxter, and Glendinning 2016; Manthorpe and Samsi 2013), including 
people with a disability in a situation of abuse and neglect (Bartlett and Schulze 2017). 
The risk with the institutional design in personal budget policies is that they are designed with the 
purpose of maximal guarantees of objectivity, hence disaggregation, domain-specific boundaries 
and standardization. The question is whether such designs are able to take into account the specific 
complexities and needs related to highly vulnerable clients in a complex personal context. Our case 
study presents part of the answer and provides insight in how sub-optimal access to personal care 
budgets for people in a context of abuse and neglect may emerge. We found that the interplay 
between the system design and the very specific context and needs of vulnerable clients may have 
detrimental effects on the process of assessment and allocation. Our findings show that 
fragmentation of the work tasks is counterproductive to the role the professional should be able to 
perform in assessing and supporting clients in a situation of extreme vulnerability. This could be 
even more problematic, as previous research indicates that this division of work may contribute to 
the alienation of professionals from the consequences of their decisions (Berggren, Emilsson, and 
Bergman 2019). Our work echoes earlier research by Needham (2011), who argues that 
personalization policies may generate uncertainties for frontline professionals implementing the 
policy. Importantly, our findings indicate that a certain degree of frontline discretion is a desirable 
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feature that enables professionals to address the complex situation of clients. Moreover, the 
disaggregation of tasks and roles between different actors (see figure 4) leads to bottlenecks (waiting 
lists for the clients) at various stages of the process and a lack of proper coordination and 
communication between actors working on the same “case.” This limits the opportunities for 
frontline professionals to respond to the client’s demands in a swift and effective manner, based on 
coordinated action between actors centered around the client. 
Further research is needed on the implementation dynamics of highly institutionalized care policies, 
given the observed challenges that accompany implementation in practice (see e.g. Spicker 2013). 
More specifically, we need a better understanding of how institutional design interacts with specific 
client factors, and the resulting risks for (vulnerable) clients in terms of sub-optimal access to, and 
amount of, care received.  
 
3.5. POINTS FOR PRACTITIONERS AND POLICYMAKERS 
The institutional context designed to provide equal access for all may limit the ability of frontline 
professionals to find solutions tailored to the specific needs of people in complex and vulnerable 
situations. Reducing the procedures for granting access to ticking boxes and a mechanical and 
disaggregated process is therefore likely to disadvantage the most vulnerable applicants. 
Policymakers need to be aware, when formulating policies, of how the institutional context affects 
the work of frontline professionals, not only to provide access to the “average clients” in the process, 
but also to be able to focus on the most vulnerable clients. The general lesson for professionals and 
policymakers is that personalized care and support for all, including the most vulnerable, can only 
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Chapter 4. Deinstitutionalization and decentralized implementation: 
implications for the personalization of care and support 
 
 
Internationally, disability has evolved towards the personalization of care and support. In the same 
era there has been a turn towards deinstitutionalization and many countries have decentralized key 
responsibilities for social care and support. In this paper, we explore what the focus on 
deinstitutionalization and decentralized implementation means for the core goals of personalization. 
We draw on semi-structured interviews in a double case study in Sweden and Finland. While not 
unequivocally positive, the findings point to a number of bottlenecks that need to be addressed if 
deinstitutionalization of care and decentralized implementation of disability policy are expected to 
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In recent decades, disability policy internationally has been subject to a significant evolution. 
Perspectives on disability have evolved from a medical towards a social and human rights 
perspective (Harpur 2012). Empowerment of people with a disability, client-centeredness, and 
choice and control have become key elements of contemporary disability policy (Netten et al. 2012; 
Ungerson 2004; Eriksson 2014). Personalization has been one of the pivotal concepts shaping 
current developments in social care, embracing both marketization ideas and the promise of more 
socially just policies through increased responsiveness to individual needs (Mladenov, Owens, and 
Cribb 2015; Glasby 2008). Personal budget policies exemplify this evolution, providing people with 
more control over their care arrangements and over how the money for which they are eligible is 
spent (Needham and Glasby 2015). This paradigm shift, however, is not an isolated event. Firstly, 
it occurs within a context of deinstitutionalization, an evolution which is often accompanied by a 
certain degree of liberalization of the market for care and support (Mansell 2006). The international 
turn towards deinstitutionalization in disability policy has been triggered by the UN Convention on 
the Rights for Persons with Disabilities (UNCRPD). Article 19 of the Convention sets out the right 
of all persons with disabilities “to live in the community, with choices equal to others,” including 
choice concerning where, how, and with whom they live and access to a variety of support services 
(United Nations 2006). In addition, many welfare states have decentralized important domains of 
social policy to the local level (Minas, Wright, and Van Berkel 2012; Pollitt and Bouckaert 2019).  
Secondly, in a vast array of countries, including the Netherlands, the Scandinavian countries and 
the United Kingdom, the core responsibilities for the implementation of care and support for people 
with a disability are situated at the local government level (Benoot et al. 2020; De Chenu, Dæhlen, 
and Tah 2016). Underlying is the idea that decentralized implementation will result in more 
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responsive service provision, better attuned to local and individual needs (Pollitt and Bouckaert 
2019). In other words, the evolution towards personalization is accompanied in practice by a process 
of deinstitutionalization, on the one hand, and decentralized implementation, on the other. In this 
chapter, we will show what a policy with a focus on deinstitutionalization and an emphasis on 
decentralized implementation means for the key goals of personalization. In addition, this paper will 
also offer an insight into what this ultimately means for the role of the government in this context 
in realizing tailor-made access to care and support.  
 
4.2.SCANDINAVIAN DISABILITY POLICY: SWEDEN AND FINLAND 
In terms of deinstitutionalization, the Scandinavian countries are referred to in the literature as the 
“international avant garde” (Tøssebro 2016). Several Scandinavian countries, including Sweden, 
decided in the early 1990s to close all institutions and to replace them with community-based 
services (Brennan et al. 2018). The disability policy in Sweden is based on two separate legal 
frameworks. The Socialtjänstlagen (SoL, the Social Services Act) is a framework law targeting a 
diverse array of people with support needs. The Lagen om Stöd och Service till vissa 
funktionshindrade (LSS, The Act concerning support and services for people with certain functional 
disabilities) is the national statute providing care and support to people with profound and extensive 
cognitive and physical impairments (Boren et al. 2016). Through the LSS, people with severe 
disabilities are entitled to ten different types of support, including relief services, short-term care, 
daily activities, housing with special services, and personal assistance (Habilitering & Hälsa 2014). 
Both laws are implemented by local authorities, which are responsible for determining client 
eligibility, assessing care needs, and providing services (Gustafsson 2019). Only the right to 
personal assistance is an exception to this principle as it is a shared responsibility between the local 
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authorities and the Försäkringskassan (The National Social Insurance Agency). For people with 
basic care needs exceeding 20 hours of personal assistance per week, the Försäkringskassan funds 
and administers the remaining hours (Brennan, Rice, Traustadóttir, et al. 2017). If an applicant does 
not apply for LSS support, they may receive similar support measures based on the Social Services 
Act; however, this support is less ambitious and extensive compared to the LSS services (Lindqvist 
and Lamichhane 2019). Deinstitutionalization was accompanied by a sharp increase in the number 
of people receiving support in group homes as well as support through personal assistance. Group 
homes usually consist of on average six people living together. In 2018, 27,000 people with a 
disability lived in a group home or service apartment (IVO 2019). Approximately 20,000 people 
with a disability received personal assistance. The average number of hours of personal assistance 
was 130 per week (Försäkringskassan 2019). Traditionally, the public sector in Sweden has been 
the key actor in the delivery of social services, mainly carried out in-house by the local authorities. 
Under the influence of New Public Management (NPM), many services were liberalized in the 
1990s and systems of competition and outsourcing were introduced (Askheim, Bengtsson, and 
Richter Bjelke 2014; Kuhlmann and Wollmann 2014). Consequently, a partial marketisation of the 
supply side arose from the assumption that this would also lead to more choice for the client 
(Tøssebro, 2016). 
In line with the developments in Sweden, a deinstitutionalization process was also initiated in 
Finland between 1980 and 2000. In 2010, the deinstitutionalization process was reinvigorated on 
the basis of the Finnish government's proposed resolution to close all facilities for people with 
disabilities by 2020 (Miettinen and Teittinen 2016). Similarly to Sweden, in addition to the 
dismantling of institutions, policies were developed to enable people with disabilities to receive the 
appropriate care and support. In Finland, care and support for people with a disability is provided 
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through three legal frameworks. The Social Welfare Act provides the overarching legal framework. 
On top of that, people with a disability can receive service based on the Disability Services Act. For 
people with intellectual disabilities, care and support can be provided under the framework of the 
Act on Intellectual Disabilities. Local authorities are the key actors for full implementation (Katsui, 
Kröger, and Valkama 2019). Within the legal frameworks, the municipalities can provide support 
with special housing service, activities in day centers, transport services, home adaptations, and 
personal assistance. Besides this package of subjective services, i.e. services the municipalities are 
legally obliged to offer, a local government can also provide additional support measures (Valvira 
2015). Municipalities can provide care and support in-house, outsource services, or apply a system 
of service vouchers allowing the applicants for care to choose from a list of approved service 
providers (Ministry of Social Affairs and Health 2020). Implementation, procedures and specific 
criteria may differ according to the responsible local authority. With regard to deinstitutionalization, 
in 2020 the closure of institutions was still ongoing in Finland, with approximately 600 people still 
living in institutions. The goal was to close all facilities by the end of 2020; however, in early 2021 
this target had not yet been fully achieved. Similarly to Sweden, during the deinstitutionalization 
process many people moved from an institution to a group home, in which on average 15 people 
live together (Katsui, Valkama, and Kröger 2019).  
While both Sweden and Finland have been renowned for their strong, rights-based welfare policies, 
austerity measures have had their impact in both countries (Berggren, Emilsson, and Bergman 2019; 
Katsui, Kröger, and Valkama 2018; Kuisma 2017). 
Previous research defines personalization as “a way of thinking about services and those who use 
them, rather than being a worked out set of policy prescriptions” (Needham 2014, 93). 
Personalization values people as experts on their own lives, provides support tailored to the 
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individuals’ needs, and is implemented in the belief that it will provide better outcomes for people 
with care needs and will potentially be more cost-effective (Needham 2011). One of the key 
principles of personalization is that it enables people with a disability to move away from 
paternalistic services towards self-determination and more meaningful lives (Power 2014). One of 
the key purposes of personalization is to provide people with a disability with choice and control 
over the care and support they need (V. Williams and Porter 2017). Deinstitutionalization describes 
the other evolution that occurred in many Western countries in the second half of the 20th century. 
It refers to “a process in which long-term institutional care is replaced with forms of support that 
enable people with (intellectual) disabilities to live in the community” (Miettinen and Teittinen 





The data used in this paper originate from an international exploratory study on experiences with 
current disability policy and its implementation in Sweden and Finland. Both cases are relevant for 
the purpose of this paper as they share a common approach to deinstitutionalization and a strong 
responsibility for its implementation on the local level (European Union Agency for Fundamental 
Rights 2018; Tøssebro et al. 2012). Sweden has traditionally been equated with the social 
democratic welfare regime and with the Scandinavian model (Esping-Andersen 1990). Finland, on 
the other hand has been characterized as a late developer and as the most understudied Scandinavian 
case (Kuisma 2017). Hence, we employed a diverse approach to our case selection in order to 
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capture the diversity in outcomes of both deinstitutionalization and the decentralized 
implementation of personalization (Gerring and Cojocaru 2016). 
This study is based on 19 semi-structured interviews with 30 respondents between February and 
October 2020. Six interviews involved multiple respondents. Due to the COVID-19 pandemic, the 
interviews were conducted by means of online video calls. On average, the interviews lasted 1 hour 
15 minutes. Participants from each country were purposely chosen (Berg 2004) for their detailed 
knowledge of their country’s disability policy from a macro-perspective, and within this, a 
representation of the different roles and authorities involved in its implementation were sought. We 
made an inventory of key actors involved in the disability policy area in both countries. To include 
all perspectives, for each country we contacted disability experts from the local government 
associations, policy experts at the national level, advocacy organizations, and care provider 
associations. Additionally, we engaged academic experts with relevant knowledge of the disability 
policy in both countries. In addition to their role as professionals involved in the disability policy 
area, five respondents had a disability themselves and could therefore could also rely on their 
personal experiences with the policy. All interviews were recorded and transcribed verbatim. 
Transcripts were coded using a priori themes based on the key characteristics of interest in this 
study: deinstitutionalization and decentralization. For both themes an inductive approach to coding 
was applied using Nvivo in order to allow research findings to emerge from the dominant themes in 







As mentioned above, opting for extensive deinstitutionalization is a characteristic element of the 
policy for people with disabilities in both countries. Initially, in Sweden there was considerable 
resistance to this transformation of the care system from both care staff in institutions and clients' 
families, fearing that it would not provide a good alternative for people with extensive support needs. 
This resistance largely disappeared as the implementation progressed. In both countries, respondents 
shared several positive experiences with regard to deinstitutionalization. A recent user survey from 
SALAR (the Swedish Association of Local Authorities and Regions) supported these findings: 
approximately 80 per cent of people with a disability who lived in a group home or service apartment 
indicated that they felt at home in these settings (SKR 2019). A Swedish policy expert at the national 
government level stated the following in this regard: 
If you compare it with how it was before [the deinstitutionalization] it is such a big 
improvement. [People with a disability] can live by themselves with personal assistance or 
they can choose to live in residential homes with staff. But it is their own apartment. (R2) 
In Finland as well, our respondents reflected on the evolution as positive, with the historical context 
of large care institutions as a reference point. In both countries, deinstitutionalization has led to a 
smaller scale for the provision of care and support and to a more decentralized approach. In addition, 
it has also brought about a greater focus on aspects such as a more homely infrastructure and people 
with disabilities no longer live in an institution but in their own home,11 with or without support 
services. In general, it is mainly these factors that are perceived as positive consequences of 
deinstitutionalization. 
 
11 In Finland, at the start of 2020, on average 600 people still lived in an institution (sotkanet.fi 2020). 
 
 138 
However, there were also many critical voices concerning the current deinstitutionalization policy. 
One of the most important issues that came to the fore in both countries was the lack of genuine 
choice for many people with a disability as to where they wanted to live. This was a particular 
problem with special housing arrangements. A respondent from the Swedish Disability Forum 
argued as follows: 
I would say, in practice they have no choice at all. There aren’t that many places that you 
can apply for so you … Of course, if you for example are a young individual who needs the 
services and if you have parents that are really up-to-date and really fighting for you, you 
may have more chance to get eh, an alternative. (R8) 
Our data indicate that many municipalities in Sweden are experiencing a shortage of special housing 
for people with disabilities. Similar problems were reported in Finland: 
I think there is always something on offer, that’s at least the rule. But if you want to really 
have influence about where you [would like to live] and if you have preferences, it may be 
more difficult. And then you might have to wait for years. But if you urgently need something, 
then there is... even in [this big city], there is always a place in one group home. But whether 
it will be really suitable for your needs, that’s a different matter. (R27) 
Swedish respondents provided several reasons why it was difficult to give people with a disability 
the opportunity to choose between different options on where to live. Respondents pointed out that 
providing a choice between different small-scale residential facilities (e.g. in group homes) was 
expensive, because that would imply that different places are deliberately kept available on the 
housing market. Consequently, in practice choice was often limited to the opportunity to reject an 
offer made by the municipality. This was, according to a local policy expert, “a false choice because 
the refusal of the individual is based on the lack of right qualities of the service that was offered” 
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(R5). The historical shortage of housing for people with a disability was referred to as another 
explanation for municipalities’ current struggles to provide sufficient options to choose from. 
Building new group homes and other forms of special housing took time and long-term planning by 
the municipalities. 
In addition, the cost-cutting context of recent years also had an important impact in Sweden. Many 
people have lost hours of personal assistance during the reassessment of their support needs. As a 
result, some people had to accept an offer to fall back on support in a group home instead of being 
able to receive personal assistance. This indicates that some people who live in a group home may 
not do so because it is their own choice, but rather because this form of support is their only option 
in practice. In other words, in practice problems are experienced with regard to the choice not only 
of where the person lives, but also of the form of support the individual prefers.  
One of the most important bottlenecks that came to the fore during the interviews in Finland was 
that the current policy had too narrow a focus on what deinstitutionalization might look like in 
practice. A policy officer at the Ministry of Social Affairs put it as follows: 
I think that our problem now is that we should have more alternatives for people with 
disabilities. So, the development has been too one-sided, we need more options for people. 
(…) Both now and in the future, we need a lot of service housing as a solution for a part of 
the people with intellectual disabilities. But one part of them could live in ordinary houses 
and within ordinary living environments but they need individual support to live there. For 
example, in some places it can be personal assistance or some kind of counselling provided 
at their homes. But perhaps, the development has been too one-sided. (R19) 
Indeed, as in Sweden, deinstitutionalization in Finland coincided with a significant growth in the 
number of group homes. The absolute majority of people with an intellectual disability who resided 
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in an institution in 2010 now live in a group home (Lasse and Kuronen 2020). Several respondents 
were critical of the fact that policymakers and those responsible for implementation had relied too 
heavily on this one solution to date: “Now it is done, we have these kinds of houses, so we solved 
it.” In Finland, financial considerations have played a role in the choice to build these traditional 
group homes for 15 people. A researcher at KVL indicated that the cost in these entities was lower 
than for support in more community-based settings such as individual service homes. This raised 
concerns about the extent to which the current policy was succeeding in effectively achieving 
inclusion and integration into the community: 
That is one of the reasons why we have so many of these fifteen people group homes. (…) 
We have a lot of them and in a way it’s very convenient for everyone in the system, except 
for the people and their families in these houses. It’s easy for the municipality and it’s easy 
for the service provider and it’s easy for those who build these group homes. And I would 
say that their power is so big and they are so strong compared to the people and their needs. 
That’s what we’re trying to fight against, but it’s a tough fight. (R28) 
A senior Finnish researcher was rather critical of the way the market for group homes had evolved: 
Yes, the group homes are really cosy, when you have any opportunity to visit them, they are 
really a nice space. Each one of the residents has their own apartment and kitchen and 
bathroom and suite and then they have a shared living room usually. That is the way it is 
physically organized. But then one example is that many of the group homes nowadays are 
operated by a private sector provider or a non-profit organization also, but the same 
blueprint of buildings tends to be just replicated in all parts of Finland, which doesn't sound 
like paying attention to the individual needs of the residents, who are different from one 
home to another. (R22) 
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Many respondents in both Finland and Sweden shared the concern that there seemed to be a 
tendency towards reinstitutionalization. For example, Finnish respondents pointed out that care and 
support was too often still organized by means of standard packages, which took too little account 
of the individual needs and opportunities of those living in the group homes. Partly due to financial 
pressures, the focus has increasingly shifted to providing basic services. In both countries, it was 
apparent that the policymakers had mainly been focusing on structures and the relocation of people 
with a disability, rather than on trying to change the organizational cultures: 
Everybody should have their own rooms, and you know … Making guidelines about the 
structures and living arrangements. But then the second thing is the organizational cultures. 
And I think that has been kind of ignored in this process. So it seems that the organizational 
cultures are still – still have many similar features as in the old-fashioned institutions. (R30) 
However, the culture of professionals was not the only important factor in current developments. 
The attitudes of people with disabilities and their families were also identified as explaining why a 
move to more individualized and integrated forms of living often met with resistance in practice. 
From that perspective, some respondents in Finland referred to the importance of a number of recent 
initiatives to support both people with disabilities and their networks and health professionals with 
training on the rights of people with disabilities. 
 
4.4.2. Decentralized implementation 
In both countries, current legal frameworks provide opportunities for local authorities to implement 
a variety of care and support arrangements for people with a disability. A number of positive 
implications of the decentralized approach came to the fore in our study. Respondents valued the 
proximity of municipalities to people with care and support needs. In Sweden, for example, local 
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implementation was perceived as strengthening the accountability of municipalities for providing 
access to care in relation to individuals’ needs. A policy expert from SALAR referred to yearly 
published comparative data at the national level on municipal support measures for people with a 
disability, which encouraged municipalities to try to avoid ending up at the bottom of the list. 
Furthermore, if a Swedish applicant does not receive their support within a reasonable period of 
time after the application, the IVO (the Swedish Care Inspectorate) can demand a fine for the failure 
through the administrative court. The effectiveness of this is also acknowledged in previous 
research: “The experience is that this form of economic pressure works, and municipalities hasten 
to offer support to those who appeal” (Tideman 2015). 
In the conversations, however, a number of important issues emerged concerning the effectiveness 
of implementation at this local level, in two highly decentralized systems. Generally speaking, the 
results indicate that the decentralized implementation leads to diversity in implementation 
(sometimes for the better, sometimes for the worse) but, above all, to inequality in access to care 
and support for similar profiles of care seekers. A senior expert from the Finnish association for 
people with intellectual disabilities (FAID) referred to these differences as follows: 
Decentralization has meant that a lot depends on where you live. The kind of services that 
you can get depend, to some extent, on the place where you live. So, the situation is kind of 
unequal in different parts of the country. So, that’s what the government is trying to do [with 
the SOTE reform]: securing equal access to services. (R14) 
Our research in both countries reveals three main factors that influence the outcomes of local 
implementation in both countries: differences in capacity, differences in local cultures, and 
differences in local policy choices. 
 
Differences in capacity 
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With regard to the differences in capacity, local financial capacity was a recurring theme in our 
conversations. Despite financial equalization mechanisms, several respondents felt that the financial 
options were not equally favorable for all municipalities. This had some real consequences for the 
care and support that people with disabilities could rely on. In Finland, for example, municipalities 
are legally obliged to provide certain services. On top of that, they can optionally arrange extra 
support services, such as rehabilitation counselling or support for cultural integration. In 
municipalities with more limited financial resources, these additional services were, according to 
one of our respondents, less often implemented and consequently not equally available throughout 
the country. Moreover, the interplay of these differences in financial capacity within a context of 
privatization and marketisation had a strong impact in Finland: 
So there is a very strong belief that the markets will somehow create the social sector. And 
it has led to the situation where social services are, to a very large extent, in competitive 
tendering procedures. There has been a very strong focus on the cost, the cost element of 
services and not on the human rights perspective. That, I think, is a big difference. And this 
has led to services being evaluated on the basis of cost and not on the basis of the kind of 
life they create for people. (R29) 
For small municipalities with a limited number of people with disabilities, the required expertise to 
arrange the care was considered to be inadequate by some of our respondents and outsourcing the 
support was sometimes considered to be a more straightforward solution. Tendering practices had 
some real negative consequences with respect to continuity of care for people receiving care and 
support in special housing arrangements: 
It has meant that people had to move from their homes to another place, sometimes a real 
physical move from place to place. And the staff of group houses also regularly changes. 
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This is a very difficult situation for people who need some kind of stability in their lives. 
(R21) 
These practices have resulted in the civic protest Ei myytävänä (not for sale!). Some of our 
respondents indicated that big companies or multinationals had taken over a large part of the sector, 
which had affected the number of organizations in the market and had resulted in a more 
standardized approach to the delivery of care and support. 
In Sweden, many respondents reflected on the impact of financial capacity on access to personal 
assistance. If individuals with a disability have high levels of basic support needs12 (more than 20 
hours a week), the additional hours of personal assistance they receive are financed by the 
Försäkringskassan, the Swedish Insurance Bank. Keeping the vast majority of the cost of support 
for personal assistance centralized is supposed to ensure equal access to this form of support for all 
applicants and is also seen as a strategy to protect clients with extensive support needs from local 
cutbacks by municipalities. However, in recent years the access to personal assistance financed by 
the Försäkringskassan has been narrowed down. Since 1996, when 68 per cent of the applications 
were approved, this percentage has systematically decreased and in 2019 only 18 per cent of the 
applicants were actually awarded assistance (Försäkringskassan 2020). As a result, many people 
who were previously financially supported from the Försäkringskassan must now rely on support 
from the municipalities. Several respondents highlighted the impact on access to care and support 
for the client at the local level. Some municipalities became stricter about offering support under 
 
12 Basic support needs are: help with breathing, personal hygiene, support to eat and to (un)dress, support to 
communicate with others, and other types of support that require profound knowledge of the individual. 
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the LSS as a result of increased financial pressures, and a number of clients were being supported 
via the Social Services Act (SoL) instead: 
Yes, this is a problem. Since the support within [the Försäkringskassan] is cut back, in many 
places people don’t get the support from LSS. In that case, they get the support from SoL 
instead. But the ambition of SoL is much lower. LSS has the ambition to help a person live a 
good life. The ambition in SoL is more a kind of ambition to enable people to survive. (R3) 
This has increased the complexity for clients applying for support. Moreover, this evolution has 
increased the risk in municipalities that people are not offered the most appropriate form of support, 
but rather the most economical option. A survey by the National Health Council shows that more 
than a third of local authorities have developed their own rules in addition to legal frameworks and 
policies. In 40 per cent of the cases the rules involve more restrictive criteria for access to personal 
assistance from the municipality (Brennan, Rice, Traustadóttir, et al. 2017). One of the 
consequences is that there appear to be significant differences between municipalities in access to 
and the levels of support that an individual receives: 
In one municipality, they can be very strict and in another one they could be more generous. 
So people are actually moving to get the support. We have an expression now of internal 
refugees, LSS refugees. Because some cities are known for [providing better support]. And 
people actually move there. (R3) 
A second aspect concerning local capacity for implementation was the extent to which the 
municipalities had sufficient staff and personnel with the necessary expertise, as explained below 
by a Swedish team leader: 
Our perspective is, you know, we have 20 assessors, we have one lawyer in our services. So, 
we have got all the resources to be up to date with the court cases and so on. But for small 
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municipalities, they may not even have one full-time staff member who works with the LSS. 
(R12) 
In Finland, too, several municipalities were struggling with a lack of staff and expertise. As a result, 
in some municipalities the legal deadlines for assessment and allocation were not being met. Finally, 
there were also differences in the capacity of local governments to provide an appropriate offer for 
the specific care and support needs. Smaller, more rural municipalities specifically experienced 
some problems in this area. In practice, the local level did not always have the capacity to provide 
a sufficient and diverse range of services. Arranging and steering a market of care on the local level 
was experienced as challenging for some municipalities in both countries. 
 
Differences in culture 
Respondents indicated that the extent to which municipalities could achieve a certain degree of 
flexibility and provide tailor-made services was strongly related to the local leadership of both 
politicians and administrators: 
Well, I think, for example, that housing, which is one of the biggest decisions in a person's 
life, can vary a lot. We have municipalities that really respect the wishes, the will and 
preferences of the person and they want to arrange housing and living in such a way that 
the life of the person is supported. And then we have municipalities that say very, very strictly 
that this house, this flat ... this is where we are going to put you. They can even use the word 
'place', which is wrong in this situation, where it is the person who has to decide what kind 
of support he or she needs and so on. And that is one of the, perhaps the usual, differences 
we find between the municipalities. (R28) 
This also applied to the way in which the number of hours of personal assistance allocated to the 
applicant or even access to this form of support could differ between municipalities: 
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This is an area in the legislation where the [Finnish] municipalities have very different 
interpretations. For example, there are municipalities that are really very reluctant to 
provide personal assistance to people with intellectual disabilities, even if they can express 
themselves perfectly, even through speech. So, not to mention some people who can only 
express themselves with the help of, for example, pictures or signs or something similar. So, 
in some parts of the country, they can be denied the services. And some other municipalities 
are not that strict. (R28) 
 
Differences in local policy choices 
While culture and local attitude are rather implicit factors, conversations with our key figures also 
revealed a number of more explicit choices that had an impact on access to and the quality of care 
and support. Local autonomy is supposed to allow the local level to pursue a policy for the benefit 
of the care recipients. However, it was striking that in various local choices that were made, the 
interests of the client were clearly not always the main focus. For example, reference was made to 
the tariff setting for personal assistance in Sweden and Finland. In both countries, local governments 
were free to determine the hourly rate for this form of support. A number of municipalities chose to 
set lower rates for personal assistance than those that applied on the national level. The consequence 
of this, however, was that in some municipalities it was impossible or very difficult for people who 
wanted to make use of this form of support to find a suitable provider. Consequently, this group of 
people was forced to resort to other forms of support.  
Similarly, the choice of whether or not to carry out care and support in-house or to contract them 
out was sometimes made on the basis of motives other than the quality of care. For example, in 
some cases it was easier for municipalities to outsource support than to hire staff to implement it 
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themselves. The size of the budgets that municipalities were prepared to invest in forms of support 
such as group homes was also considered to be essential: 
I think the municipalities have a lot of influence on how the services are produced, because 
if they pay very little compared to the needs of the people in the group homes ... Well, there 
will always be a provider, or almost always, who then goes for it. But with that kind of budget 
they can't really provide good care. So it's kind of, we can't totally blame the service provider 
in that case, it's also the municipality where people think they can get away with arranging 
the services with too little money. (R28) 
In addition, the tendency in Finnish municipalities to allocate less than the legally prescribed number 
of hours of personal assistance to social participation for people with disabilities pointed to a focus 
where the client's interests were not always central. 
 
4.5. DISCUSSION 
In many modern welfare states, ideas of personalization, decentralized implementation and 
deinstitutionalization go hand in hand, influenced by the internationalization of disability policy 
(under the influence of the Independent Living Movement, UNCPDR etc.) (Benoot et al. 2017; 
Dickinson 2017). Based on two case studies in countries with extensive experience in these domains, 
in this paper we have identified the implications of deinstitutionalization and decentralized 
implementation of disability policy for the idea of personalization. The findings are not 
unequivocally positive and point to a number of bottlenecks. 
With regard to deinstitutionalization, we found that while both countries shared some common 
positive outcomes of their radical approach to closing all institutions, in practice the effects on 
personalization have tended to be rather modest. A lack of genuine choice of the place where they 
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lived and how they were supported remained a significant issue for many people. Procurement 
procedures, a focus on cost control and an overly one-sided view on solutions for the support needs 
of people in need of special housing are important explanatory factors. The findings in this study 
are in line with previous concerns about the impact of austerity measures on the quantity and quality 
of care for people with disabilities (Miettinen and Teittinen 2016). Throughout recent years, 
financial pressures on welfare policy in both countries have tended to increase the impact of these 
factors. Deinstitutionalization was accompanied by intensified attention to social entrepreneurship 
and led to changes in the market for care and support. Our discussions with key stakeholders 
revealed that this increased the risk of a very standardized supply-side of the market, to the detriment 
of tailor-made care for the user. Indeed, these findings support recent concerns with regard to 
reinstitutionalization and retrogressive measures (Muiznieks 2018; Norberg 2019). 
Despite the focus of both countries on progressing towards small-scale services embedded in local 
communities, our findings indicate that the mere replacement of institutions with smaller-scale 
residential units does not necessarily mean that there are more opportunities for inclusion in society 
or that this automatically improves the quality of support. Attention to qualitative staffing as well 
as to the culture in specific settings, such as group homes, is equally important. In both countries, 
deinstitutionalization also involves legal frameworks that provide the opportunities to choose the 
most appropriate form of support. Our case studies show that personal assistance, in particular, is 
vulnerable as regards accessibility in practice. It is of utmost importance that governments carefully 
consider the accessibility of each of the types of support. Limited access to one of the support types 




With regard to decentralized implementation, our findings show that local government capacity can 
have an important effect on implementation and consequently also on the outcomes for people 
eligible to receive care and support. In previous research, scholars identified difficulties in providing 
equal access to personal assistance in a decentralized system (Brennan, Rice, Traustadóttir, et al. 
2017). This study extends these findings to the broader policy of care and support for people with a 
disability. It indicates that the discretionary powers available to local authorities are sometimes used 
to control costs rather than to improve the provision and quality of personal care and support. 
Moreover, differences in the availability of professional expertise at the local level can have an 
important impact on the extent to which care is personalized and accessible for the individual with 
a disability. Other studies on person-centered approaches to the delivery of care and support for 
children with a disability in rural and remote areas in Australia have identified similar issues (Dew 
et al. 2013a). Hence, this indicates a need to carefully consider whether and in what way the 
decentralization of care and support should be implemented. The same applies to differing local 
attitudes to the implementation of the disability policy. A narrow interpretation of the national 
legislation can widen the gap between intentions at the national level and the experiences of people 
with a disability at the local level. Moreover, while instruments such as tendering procedures and 
voucher systems can increase the options available to municipalities to implement care and support 
in line with local needs, due to a lack of capacity on the local government level the motives for 







4.6. POLICY IMPLICATIONS 
 
The findings in this study have some important implications for policymakers and public managers. 
Firstly, when implementing disability policies, the national government should ensure that financial 
inequalities at the level of implementation do not impact the accessibility and quality of services. 
Otherwise, inequal outcomes for applicants and service users may be reinforced through the 
dynamics of local implementation. This recommendation is particularly relevant given the concerns 
that personalization policies could widen existing inequalities between service users (Malbon, 
Carey, and Meltzer 2019). Secondly, an important prerequisite of personalized care and support is 
that it is responsive to the unique needs and wants of the individual with a disability. Hence, it is 
crucial that authorities focus not merely on providing service, but also on creating a framework that 
allows professionals (both public and private) to diversify the supply side of the market. These 
recommendations are in line with recent calls to redifferentiate policy design so as to be able to 
address the care needs of a diversity of targeted beneficiaries (Bigby 2020). Thirdly, 
deinstitutionalization as a concept is vulnerable to being narrowly interpreted, for example the mere 
relocation of people from institutions to community-based settings. Policymakers and public 
managers should look further than statistics on people living in “institutions” and provide options 
for all stakeholders involved in the process (e.g. local government professionals, care providers, 
people with a disability) to work on changing cultures. A recent report from the European Agency 
for Fundamental Rights (2018) could provide useful stepping stones. Fourthly and finally, when 
implementing policies intended to personalize care and support, it is important to take into account 
the accessibility of each of the individual support options for the applicants. Different support 
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options are communicating vessels. Imbalance in access between the different forms of support has 
an impact on the entire support provision process. 
 
4.7. CONCLUSION 
Personalization and deinstitutionalization are often mentioned in the same breath (De Chenu, 
Dæhlen, and Tah 2016). The case studies in this paper show that while deinstitutionalization offers 
some perspectives for more personalized care and support, there are some challenges as well. In that 
sense, the findings in this paper are a plea to all those involved in the policymaking and 
implementation to focus on deinstitutionalizing the care culture with a focus on contemporary 
norms, in line with the UN Convention on the Rights of Persons with Disabilities, in particular 
article 19. In other words, what happens within four walls is at least as important for the quality of 
life as where the four walls are located. Furthermore, decentralization of support policies for people 
with a disability provides some opportunities to better respond to local needs but requires many 
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Chapter 5. Choice and opportunity on the welfare care market: An 





Individual funding schemes are increasingly implemented to organize public welfare services and 
can be considered as a prime example of marketization of social care. Clients receive a budget and 
can ‘shop’ on the welfare market. Current knowledge about the impact of individual funding 
schemes on choice opportunities for people with an intellectual disability is inconclusive. We 
conducted a vignette experiment in the context of the Flemish (Belgian) individual funding scheme 
for people with a disability, using 610 close relatives of people with an intellectual disability as 
subjects. The respondents were presented with hypothetical situations in which they had to express 
their intention to change current care provision into care via personal assistance. We find that 
dissatisfaction with services and having a supportive network increases the intention to change care. 
Professional support from the incumbent provider does not have a significant impact. We conclude 
that the promise of choice, as assumed with marketized public services, is likely to be fulfilled only 
under particular conditions. This entails risks in terms of equal opportunities for clients receiving 
public services in a context of welfare markets. 
 
This chapter has been published in Social Policy & Administration – Dursin, Benoot, Roose & 
Verschuere, 2021, “Choice and opportunity on the welfare care market: An experimental evaluation 




5.1. INTRODUCTION AND PROBLEM STATEMENT 
Citizen choice has been at the center of many policy reforms in industrialized welfare states 
(Dowding and John 2009; Pollitt and Dan 2011). Inspired by New Public Management, markets and 
competition have been introduced as a tool to increase effectiveness and efficiency of a variety of 
public services (Osborne 2006; Eikenberry and Kluver 2004). In health and social care policies, 
quasi-markets have been initiated for the delivery of welfare services (Le Grand 1991; Fotaki 2011; 
Baxter, Heavey, and Birks 2020). Embedded in a broader evolution towards person-centeredness, 
increasing choice has been a major reform agenda in many domains including community and 
healthcare for older people (Wilberforce et al. 2017; Rodrigues and Glendinning 2015) or in the 
context of employment programs (Devine et al. 2019). Spurred by the UN Convention on the Rights 
of Persons with Disabilities and driven by the Independent Living Movement, disability policy has 
taken a major turn internationally towards user choice (Dickinson 2017). Individual funding 
Schemes for people with disabilities have been the most outright form to conceptualize choice in 
disability policy as they (a) provide a personalized budget based on an individual assessment, (b) 
which can be controlled by the individual and his network to purchase services (rather than block 
funding care providers) and thus (c) holds the promise to tailor care to meet the specific needs 
(Dickinson 2017; Timonen, Convery, and Cahill 2006). Internationally, there has been a strong 
belief in these schemes as a means to provide more efficient and effective services in disability 
policy (Roulstone and Morgan 2009; Mladenov, Owens, and Cribb 2015; Laragy 2010; Tschanz 
2018). 
The idea that people with disabilities should have as many decision-making opportunities as other 
citizens seems to be a valence issue (Needham 2011). Following criticisms on bureaucratic and 
paternalistic care systems, the transformation of disability policies tailored to the individual’s needs 
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and based on self-determination and choice, was embraced both by advocates of neoliberal ideas, 
as well as by grassroots organizations such as the Independent Living Movement (Mladenov, 
Owens, and Cribb 2015; Roulstone and Morgan 2009). Essentially, individual funding schemes aim 
to transfer power towards the service user and his network, assuming increased allocative efficiency 
by expanding consumer choice accordingly. The rationale is that, in line with private consumer 
markets, ‘if suppliers do not respond to the demands of the citizens, they can take their business 
elsewhere. Hence, the outcome may be both more efficient and more equitable’ (Le Grand 1991, 
1263). Moreover, choice is also expected to function as an important mechanism to increase service 
quality, by creating market pressures by means of individual purchasing decisions (Stevens et al. 
2011b; Kendall and Cameron 2014). Therefore, in order to yield the assumed beneficial outcomes, 
individual funding should increase the opportunities to change care and support arrangements when 
deemed desirable by the client, including the option to recruit a personal assistant paid by this 
individual budget (Baxter, Glendinning, and Greener 2011).  
Nevertheless, there has been growing criticism to the idea of individual user choice (Mladenov, 
Owens, and Cribb 2015). Disparities in levels of choice have been identified (Purcal, Fisher, and 
Laragy 2014; Dickinson 2017), and genuinely shifting the balance of power from the professionals 
towards the individual service user has proven challenging (Eriksson 2014b; Junne and Huber 
2014). Wilberforce et. al. (2011) reported that despite rhetoric’s about user choice, the actual impact 
on the delivered services remained rather limited. A lot of service users had not requested different 
care. Furthermore, evidence indicates that not all users benefit equally from individual funding 
policies (Spicker 2013; Riddell et al. 2005), as focusing on ‘choice’ could be more beneficial for 
some people than for others (Stevens et al. 2011b; Fotaki 2009; I. Williams and Dickinson 2016). 
Notwithstanding these concerns, individual funding policies based on the premise of user choice are 
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being implemented in many countries including England, Germany, Austria and more recently 
Australia and Flanders (Belgium) (Roets et al. 2020; Carey and Dickinson 2017; Dickinson 2017; 
Benoot et al. 2020). 
Underlying these discussions is our limited understanding about choice-making by people with 
disabilities and their network (Lakhani, McDonald, and Zeeman 2018). While disability rights 
activists have campaigned for the individual right for self-determination, several studies have also 
drawn attention to the interdependent nature of the decision-making process (Bach 2009; Curryer, 
Stancliffe, and Dew 2015). This applies in particular to people with intellectual disabilities who 
experience more difficulties to advocate for their case and need additional assistance throughout 
their care and support planning process (Bigby 2014). Research has repeatedly highlighted the 
importance of close relatives, such as family members, as a key source of support for adults with 
intellectual disabilities (Fleming, McGilloway, and Barry 2016).  
The increased use of individual funding policies, together with concerns about user choice, makes 
a good understanding of how decisions are made by people with intellectual disabilities and their 
networks in the context of these schemes all the more relevant (Lakhani, McDonald, and Zeeman 
2018; Baxter 2013). While the potential outcomes for people using a cash budget and their positive 
implications have been documented extensively (see e.g. T Stainton and Boyce 2004; Stevens et al. 
2011b), little is known about when and how individual funding enables them to make use of the 
flexibility to actually change their care arrangements. In this study we focus on the opportunities 
these schemes offer to partially change care arrangements from traditional institutional care 
provision to a typically more individualized option, i.e. recruiting and hiring a personal assistant to 
provide the required support (Baxter 2013).  
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We try to unravel whether (a) people with intellectual disabilities and their families intend to act as 
genuine consumers in a context of care by using the opportunities of choice, and (b) how choice 
intentions are affected by the specific context. We examined whether (a) dissatisfaction can be a 
functional driver in the context of a ‘market of care’ to partially change support arrangements to 
personal assistance and (b) whether the intention to change support arrangements is affected by the 
specific context, in particular by the level of support available to change. Additionally, we draw on 
literature on perceived behavioral control to hypothesize that the impact of dissatisfaction and the 
levels of support on the choice to change care provision is  moderated by the perceived control the 
informal caregiver (in our case a close relative) has on performing the anticipated behavior (Ajzen 
and Madden 1986).  
Our study contributes to the growing body of knowledge about decision-making in individual 
funding schemes (Lakhani, McDonald, and Zeeman 2018; Baxter 2013), as well as to the debate on 
marketization of public services by investigating user choice for people in a potentially vulnerable 
situation (Jilke 2013). By unraveling choice mechanisms we address concerns that individual 
funding schemes might actually contribute to increasing inequity (Needham 2013; see e.g. Malbon, 
Carey, and Meltzer 2019). Moreover, this study also has practical relevance since its results may 
help to explain the uneven patterns of take-up of cash budgets identified in practice (Needham 2013; 
Benoot et al. 2020). In line with previous findings elsewhere (Mary Anne Harkes, Brown, and 
Horsburgh 2014; Riddell et al. 2005), current data from the Flemish individual funding scheme 
(Belgium), indicate that while new applicants for a personal budget increasingly personalize care 
arrangements, the vast majority of people who already received care and support from care providers 
before the new policy was implemented, did not change their care arrangements (Flemish agency 




5.2. THEORETICAL FRAMEWORK AND HYPOTHESES 
5.2.1. Contextual conditions of choice 
From a rational choice perspective, the client and his close relative would make rational decisions 
as an informed ‘economic person’ (Simon 1955). In the context of personalization, in a situation 
where the client prefers alternative support provision, the rational choice would be to change care 
arrangements. However, as rationality is most often ‘bounded’, in real-life situations and likewise 
in a context of individual funding, the probability that all relevant information (e.g. the quality of 
the alternative services) is available, is rather unlikely (Simon 1955). As a result, satisficing (i.e. 
choosing for the status quo) could be a safe option for many service users (Jilke 2015). In addition, 
we learn from marketing research that consumer switching behavior is determined by a diversity of 
antecedents and moderators (Bansal, Taylor, and James 2005; Nimako 2016). In our model we test 
how three of the key factors identified in individual funding literature impact the choice intentions 
of clients with an intellectual disability and their close relatives. Additionally, we draw on the theory 
of planned behavior to test whether the effect of our factors is moderated by the perceived levels of 
behavioral control (Ajzen and Madden 1986). Figure 5 summarizes our model and the research 





Figure 5 Model of decision making in individual funding 
 
Based on current knowledge about barriers and facilitators to choice in a context of individual 
funding (Glasby and Littlechild 2016), and in line with public administration literature in general 
(see e.g. Gofen 2012; Jilke, Van Ryzin, and Van de Walle 2016), we assume that dissatisfaction 
with the delivery of the care services is the major push factor for clients and their families to change 
care arrangements. A study by Ipsos Mori (2011) identified dissatisfaction as the main reason for 
users of social care in an individual funding context to change care arrangements. Building upon 
Hirschman’s theory, when dissatisfied, citizens essentially dispose of two active response strategies 
besides the passive option of remaining loyal to their current care provider. Either they ‘voice’ by 
expressing their dissatisfaction to the care provider or through general protest or they ‘exit’ by 
leaving their care provider (Dowding et al. 2000; Hirschman 1970). In this article, we focus on exit 
behavior in the form of changing (a part of) the care arrangement to care provided by a personal 




H1: If an individual with an intellectual disability is dissatisfied with his/her current care provision, 
his/her close relative will be more inclined to change the care arrangement. 
 
A vast amount of literature has stressed the importance of appropriate support mechanisms to enable 
people to build flexible care arrangements, e.g. through a direct payment (see e.g. Arksey and Baxter 
2012; I. Williams and Dickinson 2016; Mary A. Harkes, Brown, and Horsburgh 2014). Research 
has suggested that support from family or friends could have a substantial impact on individuals' 
outcomes in individual funding policies (Baxter 2013; Burke et al. 2019). Based on the theoretical 
concept of social capital, we argue that when clients and their relatives are surrounded by a 
competent network, they may be more enabled to make decisions in line with their desires (F. 
Mitchell 2014). Since the importance of social capital is also assumed in other studies (see e.g. 
Stevens et al. 2011b; Turnpenny and Beadle-Brown 2015; Ipsos Mori 2011) our second hypothesis 
is: 
 
H2: If the close relative of an individual with an intellectual disability has access to a competent 
network, he/she will be more inclined to change the care arrangement. 
 
Also the incumbent care provider is a crucial component of the social context of care recipients. 
Laragy et. al. (2015, 289) have shown that clients and their close relatives can have greater choice 
when “organizational and community systems are both facilitative, flexible and supportive”. 
However, the effect of support from care providers to reconsider choices on care arrangements is 
less clear cut. Previous research has found some evidence of defensive strategies of care providers 
discouraging their clients to opt for personal assistance services or more in general to discourage 
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individuals from exploring new opportunities and exercising choice (Baxter, Glendinning, and 
Greener 2011; Laragy et al. 2015). In line with these findings, Grit and de Bont (2010) have raised 
questions about the capability of governments to strengthen the position of the individual service 
users employing financial instruments such as individual funding schemes. It has been argued that 
while these policies might assume to strengthen the client’s position, they might also be used by 
providers to weaken that position. This could compound to the psychological and administrative 
costs to reconsider their support arrangements, increasing the administrative burden accordingly 
(Moynihan, Herd, and Harvey 2015). Hence, we hypothesize: 
 
H3: If the close relative of an individual with an intellectual disability has access to professional 
support from the incumbent care provider, he/she will be more inclined to change the care 
arrangement. 
 
5.2.2. The moderating role of perceived behavioral control 
While personal assistance can increase the level of control about the support an individual receives 
(see e.g. T Stainton and Boyce 2004), several studies indicate that self-managing a budget to arrange 
personal assistance can be stressful and time consuming (Larkin 2015; Arksey and Kemp 2008). 
Moreover, it requires people to have significant knowledge and skills to manage the support and to 
supervise the staff (Glasby and Littlechild 2016). Public administration literature also points to the 
impact of administrative burdens that may come with public services, which may have an effect on 
the perceived controllability of the behavior to be adopted (Burden et al. 2012). It is a recurring 
concern in literature that the potential for increased autonomy as promised by individual funding 
policies, goes hand in hand with ‘costs’ borne by the individual service user and the close relative 
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such as compliance with administrative requirements, dealing with the uncertainty and stress of 
managing the individual care arrangements or difficulties with employing personal assistants 
(Rodrigues and Glendinning 2015; Dew et al. 2013b; Spandler and Vick 2006; Moynihan, Herd, 
and Harvey 2015).  
Perceived behavioral control (PBC) is a concept that reflects the individual’s belief that he or she 
can perform a certain behavior (Ajzen and Madden 1986). It is conceptualized as a mix of measures 
of the perceived ease or difficulty of performing a certain behavior (i.e., self-efficacy) and measures 
of the extent to which performing the behavior is up to the actor, operationalized as perceived 
switching costs (i.e., controllability) (Ajzen 2002). Current knowledge shows that PBC is relevant 
to predict a wide range of behavioral intentions, including consumer behavior (Bansal and Taylor 
2002; Han, Hsu, and Sheu 2010). An influential study in this domain has concluded that PBC should 
be applicable to virtually any behavior (Pavlou and Fygenson 2006). Several recent behavioral 
vignette studies have included the measurement of PBC (Reuveni et al. 2015; Swaim et al. 2014; 
Muehlenkamp and Hagan 2020).  
It is relevant to pay attention to this concept, as the introduction of market principles in the context 
of public service delivery, is changing the role of citizens into that of citizen-consumers, for example 
in individual funding policies for people with disabilities (Wilberforce et al. 2011). Qualitative 
research on individual funding policies has highlighted the potential impact for the client of certain 
thresholds such as administrative burden or the extent to which one is sufficiently confident to make 
certain choices (see e.g. Benoot et al. 2020). 
First, we can expect that the degree of perceived self-efficacy and control of close relatives of the 
individual with a disability may influence the choices they make. More specifically, if the close 
relative believes that he would face major difficulties to change the care arrangement based on his 
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abilities and perceived level of control, we hypothesize that he will be less inclined to follow the 
client’s preference to change, perhaps even if the client is dissatisfied. If the close relative perceives 
little difficulties to change, we expect that he will be more inclined to follow the client’s preference 
to change (hypothesis H4a). Secondly, when a close relative believes that he would face major 
difficulties in changing the care arrangement, we expect that the positive impact of support from his 
network or from the incumbent provider will be stronger, as the value of external sources of support 
may be higher for people with low levels of PBC as opposed to their counterparts with high levels 
of PBC (H4b & H4c). 
 
H4a: The positive relationship between client dissatisfaction and the intention to change care 
arrangements is stronger when PBC of the close relative is high. 
 
H4b: The positive relationship between the access the close relative has to a competent network and 
the intention to change care arrangements is stronger when his/her PBC is low. 
 
H4c: The positive relationship between the support the close relative can get from the incumbent 
care provider and the intention to change care arrangements is stronger when his/her PBC is low.  
 
5.3. METHODS 
5.3.1. Empirical context and data collection 
The setting of this study was the Flemish individual funding policy for adults with a disability. This 
setting is relevant as at the beginning of 2017, individual funding was introduced for all adults with 
disabilities, representing a significant shift towards a new disability policy which embraces user 
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choice and hence transfers new responsibilities towards clients. At its core is a new funding model 
in which care providers are no longer directly subsidized by the government. Instead, people with 
disabilities receive an individual budget based on identified support needs, that they can spend 
themselves according to the support of their choice. (see e.g. Roets et al. 2020).  
Extant research on user choice in individual funding schemes is mainly qualitative in nature 
(Lakhani, McDonald, and Zeeman 2018). This approach, however, does not allow to identify and 
measure the causal impact of the factors affecting choice intentions. Moreover, the research on 
individual funding seems to be biased by focusing mainly on clients who actually chose to change 
their care arrangements (e.g. opted for personal assistance) (Arksey and Kemp 2008). It does not 
take into consideration, the impact on choice opportunities for people who are already receiving 
care and support in a residential setting with an incumbent provider. In many cases, it is challenging 
for clients and their families, to take the initiative to change existing care and support arrangements 
(Baxter 2013). To answer our research questions and to test the hypotheses, we designed a vignette 
experiment in which close relatives of individuals with an intellectual disability in a residential care 
setting in Flanders (Belgium) were confronted with a hypothetical situation in which clients desired 
to change their care arrangement.  We tested the impact of dissatisfaction, the available support by 
the informal network, and the support provided by the incumbent care provider, on the decision that 
these close relatives would make together with the client to partially opt-out and choose alternative 
care provision that better fits the clients’ demands and needs. The data were collected between 
November 2019 and January 2020.  
Vignette experiments are useful to provide insight into causal mechanisms, while assuring high 
internal validity, and have been proven particularly useful to investigate intended actions. Moreover, 
due to the possibility to incorporate the vignette experiment into a survey, a much larger population 
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can be studied than in typical laboratory experiments, which increases external validity (Mutz 2011). 
Additionally, the hypothetical vignettes create the opportunity to focus on events that are difficult 
to observe in practice (Auspurg and Hinz 2014; Steiner, Atzmüller, and Su 2017). The experimental 
setting allows us to isolate the influence of support context and client satisfaction in the decision-
making process, and is considered to be a rigorous method to study factors of decision making 
(Taylor 2006). Moreover, this study is a field-framed vignette experiment on close relatives of 
people with an intellectual disability. While individuals with intellectual disabilities may be in 
control to make their own decisions concerning the ‘everyday choices’, more formal decision 
making for people with intellectual disabilities in practice tends to be mainly done together with 
close relatives (Burke et al. 2019; Gross et al. 2013). Especially when more complex decisions need 
to be made concerning the support planning, the latter are more involved in the decision-making 
process (W. Mitchell 2012) and they can have a significant influence on the actual decision (Bigby, 
Whiteside, and Douglas 2019). During the pretest of this experiment, close relatives involved with 
supporting an adult with an intellectual disability confirmed the realism of the vignettes and how 
these related to their own experiences. In designing our survey experiment, we took into account 
recommendations of Baekgaard et al. (2015) including: manipulation checks to test the effectiveness 
of the treatment in producing the intended variation in the independent variable, pre-testing of our 
survey design with real respondents (i.e. close relatives of clients with a disability), putting the 
treatment and dependent variable on different pages and using real treatments (i.e. change towards 
personal assistance). 
The process to recruit our participants consisted out of two phases. First, we contacted all authorized 
Flemish residential care providers for adults with intellectual disabilities with an introduction to the 
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study and a request to participate13. This was a necessary step, as personal contact information of 
informal care givers is not accessible due to privacy reasons. In a second phase, all close relatives 
of adults with intellectual disabilities from the participating care providers were invited through 
these care providers to participate in the study. The care provider forwarded an email prepared by 
the research team including a link to the survey. In order to reduce selection bias, we only provided 
a vague description of the topic of the survey at hand. Respondents in the study had real life 
experiences in the context of individual funding in Flanders. This ensured that they were familiar 
with the situation presented to them, thus adding to the internal validity of the experiment (Aguinis 
and Bradley 2014; Margetts 2011). 
Slightly more respondents were female (56.9%) and on average respondents were 61.28 years old 
(SD = 9.943, range 21-89). The majority of respondents had either an upper secondary degree or a 
bachelor’s degree. Just under half of the respondents was retired (see appendix).  
 
5.3.2. Randomization procedure 
Our vignette experiment employs a 2 x 2 x 2 design (i.e., 8 experimental groups), where each 
participant was exposed to only one vignette by the software package we used (Qualtrics). We 
randomly assigned respondents to one combination of the three different conditions of our 
treatments while keeping other factors embedded in the vignette, such as the client’s desire to change 
 
13 43 service providers accepted to cooperate. The selected care providers (all these 43 organizations), and the rest of 
the population of organizations are in the same institutional environment with the same mission: offering residential 
care for people with a disability, licensed by the Flemish government under one regulatory framework that determines 
the same conditions under which these organizations have to operate (quality,requirements,funding, personnel 
qualifications, …). We can assume this is a fairly homogenous population of care providers, hence we do not expect 
issues with representativeness of these organizations in relation to the total population. From a methodological 
perspective, we thus can assume that our respondents (the unit of analysis here) are all embedded in a similar 
organizational setting, because of the same institutional context in which the care providers operate.  
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the care arrangement partially, constant.  Figure 6 presents the design of our vignette experiment. 
After reading the vignette, all respondents answered the same question about their intention to 
change care to personal assistance, as well as three manipulation check questions.  
 
Figure 6 Survey design 
 
5.3.3. Experimental variables 
Both the peer support and support from the care provider serve as manipulated variables, together 
with client satisfaction. Our outcome variable, partial exit, was assessed on a scale from 0 to 10 and 
measured the respondents’ intention to change care: “In the situation you just read, what is the 
likelihood that you would choose to buy in care from a personal assistant for one day a week?”. 




Figure 7 Experimental vignette and treatments 
 
Table 2 shows that the random assignment of respondents resulted in different treatment groups of 
almost equal size.  
 
Table 2 Descriptives experimental treatments and outcome 
Variable Mean SD Min Max N 
   Client satisfaction treatment 0.53 .50 0 1 610 
   Network support treatment 0.50 .50 0 1 610 
   Incumbent care provider support 
treatment 
0.51 .50 0 1 610 
   Perceived behavioral control 3.07 1.02 1 7 610 
   Outcome: intention to change 5.10 3.25 0 10 610 
 
 
We measured perceived behavioral control in the post-treatment survey with a 7-item scale adapted 
from Bansal and Taylor (1999) with items that reflected both switching costs and self-efficacy (1 





5.4.1. Balance and manipulation checks 
We received complete answers from 610 respondents. To test whether the experimental groups are 
similar in terms of age, gender, level of education, employment status, and client tenure, we 
conducted a series of logistic regressions which show that the experimental groups are balanced. 
Thus, we can assume that there are no differences between respondents in the different treatment 
groups on the level of these control variables that could influence our results. 
Results from the analysis of our manipulation check (see appendix) indicate that the experimental 
manipulations worked for our purposes. The differences in means between perceived client 
satisfaction, perceived support from network and perceived support from incumbent provider are 
significant at the < 0.01 level.  
 
5.4.2. Satisfaction, network support, support from the incumbent care provider and the 
intention to change 
In line with the recommended standard approach (see e.g. Auspurg and Hinz 2014), we employed a 
multivariate linear regression model to test our main hypotheses in order to predict the close 
relative’s intention to change based on client’s satisfaction, support from network and support from 
the incumbent care provider (see Table 2). Firstly, the respondents’ intention to change in the 
treatment groups with satisfied clients was significantly lower compared to their counterparts in the 
treatment groups with dissatisfied clients (see table 2, b=-1.041, p=.000). Hence, respondents who 
received the treatment of dissatisfaction were 10.41% more likely to change the support 
arrangement. Secondly, the intention to change in the treatment groups with support in their 
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networks available is significantly higher in comparison with the respondents in treatment groups 
without such support (see table 2, b=.593, p=.023). Hence, respondents who received the treatment 
of available support from their network where 5.93% more likely to change the support provision 
then their counterparts without a supportive network. These results support our hypotheses 1 and 2. 
Finally, moving to hypothesis 3, we find no evidence supporting the expectation that access to 
professional assistance from the incumbent care provider to make changes to care arrangements, 





Table 3 Main effects 
 Model A  
 Coefficient SE 
   Client satisfaction  -1.041*** .260 
   Network support  .593** .259 
   Incumbent care provider support  -.061 
  
.259 
Constant 5.382*** .263 
 
R2 .034  
N 610  
Note: Entries are unstandardized OLS regression coefficients; p values in parentheses 
*p <.10; **p<.05; ***p<.001 
 
5.4.3. The moderating role of perceived behavioral control 
To test the moderation hypotheses (H4) a stepwise regression analysis was conducted. Our 
expectation that PBC would moderate the effect of dissatisfaction (H4a), support from the network 
(H4b) and support from the incumbent care provider (H4c) on the intention to change support 





Table 4 Moderation analysis 
 Model B  Model C  Model D  
 Coefficient SE Coefficient SE Coefficient SE 
   Client satisfaction  -1.029*** .250 -1,033*** .254 -1.162 .811 
   Network support  .580** .254 .580** .254 .579** .254 
   Incumbent care 
provider support  
.016 .254 .016 .254 .015 .254 
   PBC .688*** .125 .691*** .125 .668 .184 
   PBC x Netw. Supp. -.112 .250     
   PBC x Inc. prov. Supp   .0572 .250   
   PBC x Satisfaction     .042 .251 
Constant 5.632*** .226 2.938*** 
 
.097 3.290*** .631 
R2 .081 .081 .081 
610 N 610 610 
Note: Entries are unstandardized OLS 
regression coefficients; p values  
*p <.10; **p<.05; ***p<.001 







The aim of this paper was to identify whether people with disabilities and their network behave as 
expected on the grounds of the policy theory, i.e. as consumers in a market of care.  
We found partial support for our hypotheses. The intention to change the care arrangement was 
significantly higher if the individual with a disability was dissatisfied with his/her current care 
provision. 
This finding confirms that individual funding policies, based on market mechanisms, may provide 
clients and their close relatives with opportunities to improve their care arrangements by facilitating 
flexible choice opportunities (Means, Richards, and Smith 2008). On average however, the overall 
intention to change the support arrangement towards the new preference of the client was moderate 
at best. This suggests that flexibility in support arrangements will not come about spontaneously. 
This concurs with findings of previous research that reforms focusing on choice in public service 
delivery, might overestimate the responses of citizens or clients to poor service quality (Jilke, Van 
Ryzin, and Van de Walle 2016). Even when dissatisfied, many clients may not exercise control to 
change their support arrangements (Devine et al. 2019). Short-term switching costs might put off 
users and their network to change their care arrangements and especially in the context of disability 
policy, decision fatigue might result in a status quo bias in decision making (Samuelson and 
Zeckhauser 1988; Baxter 2013).  
Secondly, our findings support the assumption that the level of support available can influence their 
choice. Support through their network has a positive impact on the intention to change. However, 
we could not find evidence for the hypothesis that professional support to change services from the 
incumbent provider would facilitate change. This suggests that it is important to be cautious when 
introducing systems of individual funding with the intent to achieve more effective care for all by 
 
 182 
means of market forces. Clients and their close relatives surrounded by a competent network may 
be more likely to end up with flexible care, more centered on the actual preferences of the individual 
compared to their counterparts without such networks. Our findings illustrate that support from a 
competent network goes beyond the important role in supporting clients throughout the process of 
assessment and allocation of care budgets. Hence, these findings concur with previous claims that 
market mechanisms resulting from individual funding risk to widen inequality (Malbon, Carey, and 
Meltzer 2019). The non-significant results for support by the provider contrast with our findings 
concerning support by the network. However, this could indicate that the role of the care provider 
in a setting of client choice is more ambiguous. While care providers can be an important source of 
information and support for clients and their network to navigate through the complex system of 
marketized care provision, they also, to some extent, have vested interest to retain clients (Baxter, 
Glendinning, and Greener 2011; Laragy et al. 2015). Our findings suggest that not only support in 
itself, but also the source of support an individual can rely on, is important.  
Thirdly, we did not find a significant interaction between the perceived behavioral control and the 
treatments of this study on the intention to change support arrangements. This could indicate that 
support from the personal network of an individual matters for the decision to be made in a social 
policy context, regardless of how well equipped an individual feels to actually make a certain 
decision.  
These findings have implications for policymakers and practitioners. Bearing in mind that social 
capital is unevenly distributed in society, and that professional support cannot fully compensate for 
a lack of informal support, public authorities have some responsibility to compensate for a lack of 
social capital some clients suffer from in a marketized public service context. This goes for services 
related to care for vulnerable people, as our case shows, but probably also for other public services: 
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different people have different opportunities for genuine choice and exit strategies. Ensuring that 
people with disabilities and their network have sufficient capacities in a context where 
individualistic values are propagated is a role for government that should not be underestimated 
(e.g. Benoot et al. 2020). One possible way to respond to this, in the case of care services for 
vulnerable people, is by facilitating peer support and peer advocacy networks (Power, Bartlett, and 
Hall 2016) or by differentiating the support planning processes according to the subgroup they are 
aimed at, to enable individuals with an intellectual disability to genuinely participate in choice and 
decision making (Bigby 2020).  
 
5.6. LIMITATIONS 
While the application of a survey experiment is useful to unravel causal mechanisms, we also need 
to acknowledge its limitations. First, we operationalized choice in the setting of individual funding 
as the preference to change care partially to personal assistance. While this is considered one of the 
most (potentially) beneficial aspects of individual funding (see e.g. Mladenov, Owens, and Cribb 
2015), it is only one of the possibilities for people with a disability to obtain more flexible care and 
support. Whether our research would yield other results if choice is operationalized in a different 
way (e.g. in the form of a complete switch to another care provider) is unclear. Furthermore, while 
exit is an important prerequisite of a marketized care system, we did not study other responses to 
changing preferences such as i.e. user voice (Fotaki 2011).  
Secondly, we operationalized support as network and incumbent care provider support. The impact 
of other sources of support, i.e. from support organizations or peers, could also be considered in 
future research. Third, we need to acknowledge that our respondent sample comprises mostly highly 
educated people. Although we controlled for socio-demographic variables, further research could 
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study whether differences in such individual-level variables impact decision-making in a context of 
choice. Fourth, in this survey experiment we measured behavioral intentions. Whether or not these 
are a strong predictor of actual behavior depends on a number of other factors that we cannot capture 
here. What current methodological state of the art suggests, is that factorial surveys can be useful as 
they can produce quite similar results with regard to direction, relative effect size and statistical 
significance as in real-life behavior. However, we should be more cautious when interpreting 
distributions of self-reported behavioral intentions (Petzold and Wolbring 2019; Hainmueller, 
Hangartner, and Yamamoto 2015). Follow-up research in real-life decision-making contexts is 
needed to confer the external validity of our findings. Indeed, we acknowledge that choice is a 
complex process. Literature indicates that both emotional and individual factors such as personality 
traits could impact the actual choices. When it comes to making actual decisions, regret costs i.e., – 
the anticipation of regret when considering a choice –  could result in a status quo bias in practice 
(B. Beresford and Sloper 2008; Burden et al. 2012; Moynihan, Herd, and Harvey 2015). Considering 
how this impacts the idea of clients and their network as consumers on a market of care could 
provide a relevant avenue for future research. Fifth, methodologically, as is the case with many 
surveys, social desirability could have impacted the respondents' answers. We made a number of 
choices ex ante to avoid this bias, including (1) guaranteeing anonymity, (2) employing a self-
administered online survey, (3) pre-testing and (4) employing a factorial survey (Krumpal 2013). 
Finally, it is important to acknowledge that multiple stakeholders are involved in the decision-
making process regarding care and support arrangements. In our study, we collected answers from 
close relatives of people with an intellectual disability, since practice learns that they are crucial 
actors in this context. Future research should also include perspectives and experiences of people 
with intellectual disabilities with the decision-making process. While family support is a key 
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element for people with an intellectual disability to enable decision-making, choice and control is 
also determined by (the preferences of) the individual with a disability  (Curryer, Stancliffe, and 
Dew 2015; E. Perry, Waters, and Buchanan 2019).  
 
5.7. CONCLUSION 
Our study shows that dissatisfaction with public services in a context of marketization (in our case: 
care for disabled people) can be a driver to make use of the exit-opportunity (changing care 
arrangements).  Our findings suggest that, when faced with poor quality services, users and their 
close relatives would be willing – to some extent – to change care and support services in the context 
of a quasi-market for public services. However, we also found that the intention to change will be 
stronger when clients and their close relatives can rely on support from their peer network. 
Professional assistance from the incumbent care provider, however, had no impact on choice 
behavior. Moreover, the levels of perceived behavioral control did not seem to moderate the effects. 
These findings warn us that we cannot merely rely on an invisible hand of marketized public 
services to make genuine choice become reality in all circumstances. And, as a result, that we 
cannot take for granted that marketized public services will always lead to improved service quality 
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Degree of education % 








   Upper secondary 39.3  
   Bachelor’s degree 39.8  
   Master’s degree 13.6  
 
Occupational status % 
   Stay-at-home dad/mom 
   Full-time work 
   Part-time work 
   Retired 
   Student 










   











Manipulation check experimental treatments 
 Coefficient SE Coefficient SE Coefficient SE 
   Client satisfaction  1.876*** .108     
   Network support    1.529*** .138   
   Organizational support      1.388*** 
 
.132 





R2 .330 .168 .153 
N 610 610 610 
Note: Entries are unstandardized OLS regression 
coefficients;  
*p <.10; **p<.05; ***p<.001 
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Chapter 6. Conclusion 
We started this dissertation by formulating our main research questions. In this concluding chapter, 
a short summary of the main findings is presented. Subsequently, these findings are considered in 
the context of contemporary public administration theory. We then discuss the implications for 





In recent decades, the personalization approach has gained considerable influence in the design and 
development of disability policies worldwide (Laragy 2010; Benoot et al. 2020). Personal budget 
schemes, providing people with a disability with an individual budget which can be used to purchase 
services to meet their specific needs, have been the most tangible examples of these personalization 
policies (Dickinson 2017; Timonen, Convery, and Cahill 2006). Although critical voices have been 
growing in the past years, current empirical evidence in literature on these schemes has an 
intrinsically positive hue (Alakeson 2010; Dickinson 2017).  
This dissertation examines personalization and personal budget policy from a public administration 
perspective, with a focus on implementation. More specifically, we try to unravel the implications 
for the role of government in the implementation of personal budget policies regarding three key 
issues: (1) the provision of access to care and support, (2) the organization of the care market and 
(3) the provision of opportunities to exercise choice for people with a disability and their network. 
In doing so, we add to the literature on personalization (a) empirically, by answering the calls from 
scholars for more critical explorations of personal budget schemes by focusing on their 
implementation (Dickinson 2017) and to the evidence base on the implications of these schemes for 
the most vulnerable people with care needs (Malbon, Carey, and Meltzer 2019; Stevens et al. 2018); 
(b) theoretically, by drawing on choice theory to test the promised flexibility of these schemes and 
by providing insights into the position of these policies in the contemporary public administration 
paradigms; and (c) methodologically, by addressing our research question at hand through a multi-
method research design (Battaglio and Hall 2018; Perry 2012).  
 
6.2.RESEARCH QUESTIONS AND RESULTS 
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In the following, we present our main empirical contributions (summarized in Table 5) to 
personalization and personal budget policy research. Subsequently, based on these findings, we 
reflect on the three research questions as formulated in the introduction. 
 
Table 5 Findings of the evidence-based chapters 




accessible for all 
eligible 
applicants? 
Chapter II.  
PB policies in 
England and the 
Netherlands 
- Key issues for the implementation of personal 
budget policies concerning the provision of access 
to care and support. 
o Availability of and access to PBs: One 
crucial factor which determines the 
availability and accessibility of PBs is the 
‘culture’, the way personalization is 
understood and interpreted, at the local level. 
At this level, differences in training and 
support for social professionals and different 
levels of experience with personalized care 
provision were important elements. 
Secondly, the design of local processes is a 
key factor. Our findings show how several 
policy choices can reduce options for people 
with care needs to choose alternative or 
flexible care arrangements. This could shift 
the focus of personal budget policies in 
practice from providing choice and 
flexibility to risk avoidance and social 
professionals taking back control.  
o Usefulness: To be useful, the process of 
assessing and allocating personal budgets 
should be tailored to the demands of the 
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clients. Despite official regulations, access 
to independent client support and 
advocacy is not always guaranteed. This 
involves risks, especially for more 
‘vulnerable’ people applying for a personal 
budget. Secondly, the national legal 
frameworks did not always facilitate the 
personal budget process as it sometimes 
resulted in unnecessary referrals and delays. 
In a more practical sense, professionals at 
the level of implementation tended to feel 
less comfortable with providing alternative 
or creative solutions to care needs.  
o Affordability: With regard to affordability, 
the adverse effects of austerity policy in 
combination with the provision of personal 
budgets were a major concern. The financial 
pressure triggered the local authorities to 
ration means, e.g. in calculating a budget for 
the client. As a result, it impacted the degree 
to which the outcome of the process for the 
client was in line with their personal needs. 
Secondly, not all clients targeted by the 
personal budget policy could ‘afford’ to 
make use of the promised flexibility and 
options in the schemes, as the accessibility 
of some options depends on the capacity of 

















- Implementing personal budget schemes: providing 
access to people in a situation of extreme 
vulnerability. 
o Caseworker-client-network interactions: 
The envisioned power transfer to the client 
(and their network) is clouded in practice by 
a variety of interactions with the client and 
their network. This complicates the work of 
social professionals in the process, resulting 
in two approaches. On the one hand, 
professionals acted as advocates for clients 
and tried to provide access to personal 
budgets for people in a vulnerable situation, 
beyond the scope of a strict interpretation of 
regulations. On the other, some 
professionals tended to shift their focus to 
finding more ‘hard evidence’ to 
substantiate claims for urgent care and 
support needs. Interestingly, however, the 
institutional context tended to have a more 
significant impact. 
o Institutional context – standardized and 
disaggregated practice: While the 
institutional context is designed to provide 
equal access for all, professionals 
experienced several issues. First, the process 
of support planning as an initial step was 
perceived to be unfeasible and not useful in 
this context. Secondly, the disaggregated 
nature of the process resulted in 
communication and coordination 
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problems in addressing a complex situation 
and reduced transparency for the client and 
their network. Thirdly, the process 
compromised the provision of timely 
solutions for some people with complex and 
urgent needs. Finally, scarcity of resources 
has put pressure on the policy, as other 
applicants have tried to make use of the 
priority procedure as a shortcut to obtaining 
a budget on a short-term basis. This 
complicates the work of social professionals.   
We found that the interplay between the very specific 
context and needs of vulnerable clients and the system 
design may have detrimental effects on the process of 
assessment and allocation. Our findings show that 
fragmentation of the work tasks is counterproductive to 
the role the professional should be able to perform in 
assessing and supporting clients in a situation of 
extreme vulnerability. The general lesson for 
professionals and policymakers is that personalized care 
and support for all, including for the most vulnerable, 
can only succeed if access to, and assessment and 
allocation of, personal care budgets is personalized as 
well. 
RQ 2. To what 















- Do key characteristics of contemporary policy, i.e. 
deinstitutionalization and decentralized 
implementation, foster personalization? 
o Deinstitutionalization: 
Deinstitutionalization has led to a smaller 
and a more decentralized scale for care 








more homelike living conditions for people 
with disabilities. However, we find several 
issues with the goals of personalization. 
First, in both cases (Sweden and Finland) 
choice of the place to live offered by the 
provider of support was rather limited and 
sometimes even non-existent. Providing 
genuine choice of the place of residence was 
perceived to be expensive and municipalities 
struggled with shortages of housing for 
people with a disability. In Sweden, cost-
cutting resulted in a reduction of choice 
between personal assistance and supported 
living in a group home. In both countries, 
respondents felt that the implementation of 
deinstitutionalization was too narrow and 
too one-sided (e.g. many people moved 
from institutions to group homes). Due to 
financial pressures, there is a concern that 
re-institutionalization is gaining ground. 
Several respondents also shared concerns 
about the persistence or re-emergence of the 
‘old institutional cultures’ in group home 
settings. 
o Decentralized implementation: While we 
found some positive impacts from 
decentralized implementation, our study 
revealed three key issues that influence the 
outcomes in both countries. First, there are 
differences regarding local capacity: 
differences in financial capacity and in the 
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professional expertise and staffing of local 
authorities had real consequences for the 
availability and quality of services. Both 
could contribute to a very standardized 
supply-side of the market, to the detriment 
of flexibility and user choice. Secondly, 
differences in ‘local culture’ were identified 
as generating real consequences for the 
option to receive tailor-made care and 
support. Thirdly, differences in local policy 
choices, including tariff-setting for personal 
assistance and choosing whether to provide 
care in-house or to contract it out, were not 
always based on the client’s interests. 
RQ 3. To what 
extent can the 
government, in a 
context of 
personal budget 
policy, rely on 
the premise of 
choice in a 










- Can people with intellectual disabilities and their 
families act as genuine consumers in a context of 
care by using the opportunities of choice? And to 
what extent is choice affected by contextual factors? 
o Dissatisfaction: We find that dissatisfaction 
of the client with their care has a significant 
impact on the intention of the next of kin to 
change the care arrangement in line with the 
client’s preference.  
o Access to a competent network: We find that 
having access to a competent network has a 
significant impact on the intention of the 
next of kin to change the care arrangement 
in line with the client’s preference. 
o Access to professional support: We could 
not find support for the hypothesis that 
access to professional support by the 
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incumbent provider to change care 
arrangements will result in a stronger 
intention to change. 
o Perceived behavioral control: For example, 
the individual’s belief that they can exhibit a 
certain behavior did not moderate the 
impact of dissatisfaction, network support or 
professional support.  
- Although we should acknowledge that we have 
tested intentions to change, and that these could 
differ from actually changing behavior in practice, 
these finding have some important implications for 
personal budget schemes. First, they confirm that – 
in line with the theory of user choice – 
dissatisfaction can be a driver of change in a care 
market.  
- On average, however, the overall intention to 
change was moderate, indicating that thresholds to 
change care arrangements are rather high. 
 
RQ 1. To what extent are personal budget policies accessible for all eligible applicants?  
 
Personalization in general, and personal budget schemes in particular, have been regarded by their 
proponents as a way to foster tailormade services and support for people with disabilities (Duffy 
2010; Leadbetter 2004). Providing access to personal budgets is a key role for government in the 
implementation of these policies. It has been argued elsewhere that the assessment and allocation 
process is ‘a crucial time for disabled and older people attempting to get access to services to meet 
their needs’ (Rummery and Glendinning 1999, 341). Previous research has indicated that in the 
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early years of the introduction of these schemes, access to personalized care arrangements may have 
been impeded through the gatekeeping role of social workers (Ellis 2014) and has pointed to possible 
consequences of inadequate funding levels and austerity measures (Pearson and Ridley 2017). 
Moreover, the literature has suggested that personal budget schemes might widen inequality 
between service users (D. Leece and Leece 2006; Malbon, Carey, and Meltzer 2019). Our findings 
resonate with these factors. This study corroborates the argument that ‘it is at practice level that the 
ambitions of personalization will be tried and tested to see if they make a difference to outcomes for 
people using services’ (Manthorpe et al. 2011, 345). In our first study (chapter 2), we relied on the 
framework developed by Roose and De Bie (2003) to conceptualize access to personal budget 
schemes. Chapter 2 finds that access to these schemes, and hence their potential to deliver their 
promised outcomes, depends on a complex combination of multiple factors at the level of 
implementation, including local cultures, the design of local processes, the accessibility of 
independent support and advocacy, and the interplay with austerity measures. On this point, this 
dissertation makes a contribution by identifying similar challenges with implementation in different 
contexts (i.e. England and the Netherlands) and by providing evidence-based insights from 
interviews with key stakeholders performing diverse roles in the system. In this respect, by adding 
empirical evidence from the Netherlands we also broaden the current empirical evidence base, 
which is mainly focused on the Anglo-Saxon policies, and recently on the Australian NDIS policy 
(Dickinson 2017). If one lesson can be learned from this study, it is that without paying attention to 
issues that affect the availability, usefulness, affordability and comprehensibility of the policy, there 
is a real risk of differences in the quality of and access to services for clients who are equally eligible. 
While chapter 2 focused on the conditions which impact access to personal budgets for the target 
group of these policies in general, chapter 3 focuses on the implications for people with a disability 
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in a highly vulnerable situation of abuse and neglect. Previous research in the context of the English 
personal budget policy has indicated that practices struggled to reconcile the objectives to provide 
choice and control with safeguarding issues (Stevens et al. 2018; Carr 2011). However, in this 
context personal budgets have been studied mainly from the perspective of an increased risk of 
abuse and neglect for people using them (Manthorpe et al. 2009; Stevens et al. 2018). Based on 
focus groups with expert professionals involved in providing access to personal budgets in Flanders 
for people with a disability in highly vulnerable situations, we unraveled how the very specific 
context and needs of these clients interact with the policy design for assessing and allocating 
personal budgets and may subsequently affect their access to personalized care and support. Our 
analysis found two overarching themes: (1) the impact on interpersonal interactions between 
caseworkers, clients and their network; and (2) the impact of the institutional context, i.e., the design 
of the process of assessment and allocation. These findings concur with previous discussions about 
minimizing risk (Stevens et al. 2018; Manthorpe et al. 2009) and with the importance of training 
and support for professionals who need to make these complex forms of judgement (Stevens et al. 
2014).  
With regard to interpersonal interactions, we found that the complex situation hampered the 
envisioned power transfer from professionals to clients in the process of assessment and allocation. 
Professionals struggled with the process to decide whether people could receive a priority budget 
due to their situation of abuse and neglect. While we found that professionals had different 
perspectives on eligibility, our study shows that it is mainly the institutional context that was seen 
as an obstacle to providing access to personalized care. This confirms the importance of 
policymakers and scholars giving attention to the administrative structures and systems through 
which personalization schemes are delivered (Malbon et al. 2019). The disaggregated and 
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standardized process of assessing and allocating budgets produced several issues when applied to 
this vulnerable group of applicants. Firstly, different parts of the procedure – including the support 
planning process - did not match their actual needs. Secondly, the disaggregated process restricted 
professionals and clients from communicating and coordinating their case in a convenient manner. 
Thirdly, the process did not achieve the production of timely answers to the pressing needs of people 
in a situation of abuse and neglect. Finally, the scarcity of financial resources seemed to reinforce 
previous effects as caseworkers had to deal with an increasing number of people applying for 
priority budgets. Overall, these findings indicate that a differentiated approach to the allocation 
process is needed to guarantee access to personal budgets for people in a vulnerable situation. If not, 
it could result in suboptimal outcomes for this group.  
 
RQ 2. To what extent do key characteristics of contemporary policy, i.e. deinstitutionalization 
and decentralized implementation, foster personalization? 
 
While the first two studies in this dissertation have addressed the issue of the accessibility of 
personalized policies, it is important to acknowledge that these policies are part of an increasing 
internationalization of disability policy in many welfare states (Power 2014; Tøssebro 2016). Along 
with the rise of personal budget schemes, there has been a turn towards deinstitutionalization 
(Mansell 2006; United Nations 2006). In addition, many countries have decentralized key 
responsibilities for social care and support to the local authority level (Pollitt and Bouckaert 2019; 
De Chenu, Dæhlen, and Tah 2016). Personal budgets, deinstitutionalization and decentralized 
implementation have to a large extent been perceived as complementary ways to move forward in 
the direction of more personalized care and support. Essentially, article 19 of the United Nations 
 
 213 
Convention on the Rights of Persons with Disabilities provides the basic idea of independent living 
for people with a disability as a key objective for contemporary policies for people with disabilities 
(United Nations 2006). In order to learn what the impact of deinstitutionalization and decentralized 
implementation is on the personalization of care and support, we draw on a double case study of 
two countries with relevant experiences in these domains: Sweden and Finland. With regard to 
deinstitutionalization, in chapter three we learn that this policy has resulted in smaller, more 
decentralized and more ‘homelike’ living conditions for people with disabilities. However, the 
major effects of personalization were perceived to be rather modest. A major concern is that choice 
of the place to live and of the provider of care remains very limited in practice. The focus on 
deinstitutionalization was criticized for being too one-sided as many people with an intellectual 
disability moved from institutions to group homes. Recently, due to financial pressures on the 
system, there were many concerns that re-institutionalization was gaining ground. In sum, 
procurement procedures, a focus on cost-control and a one-sided view on support provision in 
practice were identified as important explanatory factors. As opposed to the expectations, there 
seems to be an increased risk of a standardized supply-side of the market. Hence, progress towards 
a smaller scale of service delivery does not necessarily mean that the outcomes for clients will 
improve. Our results provide a number of points to consider when deinstitutionalizing care, such as 
the quality of care staff; the ‘culture’ in residential care settings, for instance in group homes; and 
in line with findings from the first two studies of this dissertation, the accessibility of the diverse 
range of support options in the system.  
With regard to decentralized implementation, our study revealed three key issues that influence the 
outcomes in both countries. First, there are differences in local capacity: differences in the financial 
capacity and the professional expertise and staffing of local authorities had real consequences for 
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the availability and quality of services. Both could contribute to a standardized supply-side of the 
market, to the detriment of flexibility and user choice. Secondly, differences in ‘local culture’ were 
identified as generating real consequences for the option to receive tailor-made care and support. 
Thirdly, differences in local policy choices, including the tariff setting for personal assistance and 
choices between providing care in-house and contracting it out, were not always based on the 
client’s interests. In sum, our findings concur with Brennan et al., who claim that ‘the reputation of 
the Nordic countries as forerunners in independent living and personal assistance conceals 
problems such as inflexible services, poor access to information about personal assistance and the 
imbalance of powers where the control of services lies with the system and the professionals’ 
(Brennan et al. 2018, 24).  
 
RQ 3. To what extent can the government, in a context of personal budget policy, rely on the 
premise of choice in a ‘market of care’? 
 
Citizen or user choice has gained prominence in contemporary public policy (Dowding and John 
2009; Pollitt and Dan 2011), where it has been introduced on the basis of the assumption that choice 
can increase the effectiveness and efficiency of public services (Eikenberry and Kluver 2004; 
Osborne 2006). Increasing choice and control has also been one of the cornerstones of personal 
budget policies for people with a disability (Roulstone and Morgan 2009; Duffy 2010). While 
positive implications are assumed, there have also been critical voices regarding the idea of user 
choice (Mladenov, Owens, and Cribb 2015). Surprisingly, little is known about the extent to which 
these policies enable people with a disability and their network to make choices about changing 
their care arrangements in practice (Lakhani, McDonald, and Zeeman 2018). This applies in 
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particular to people with intellectual disabilities, who often rely on their next of kin to help them 
make important decisions (Fleming, McGilloway, and Barry 2016). This is an important issue, as it 
touches one of the foundational rationales of personal budget policies. Moreover, much research on 
the outcomes of personal budget policies focuses on people participating in pilot projects or on 
people who have deliberately opted to use a cash personal budget to buy in personalized care 
arrangements (Dickinson 2017). Moreover, extant research on user choice is qualitative in nature 
(Lakhani, McDonald, and Zeeman 2018). Hence, by scrutinizing intentions to change care 
arrangements for people who already receive care and support we make an important contribution 
to current knowledge and our results may be helpful in explaining how personal budget policies 
with a focus on choice might increase inequity (Malbon, Carey, and Meltzer 2019; Needham 2013). 
We designed a vignette experiment (2 x 2 x 2 design) in which close relatives of individuals with 
an intellectual disability in a Flemish (Belgium) residential care setting (N = 610) were confronted 
with a hypothetical situation where a client desired to change their care arrangement. Based on these 
data, we tested the impact of dissatisfaction, of the available support from the informal network and 
of the support provided by the incumbent care provider on the decision that our respondents would 
make together with the client to partially change the care arrangement. In our post-treatment survey, 
we also measured the respondents’ perceived behavioral control (PBC), a concept that reflects the 
individual’s belief that they can perform a certain behavior (Ajzen and Madden 1986), as we 
expected that the level of PBC would moderate the impact of dissatisfaction and support on choice 
intention. Quantitative results indicate that the client’s dissatisfaction had a significant impact on 
the intention to change the care arrangement. Respondents who received the vignette with the 
‘dissatisfied client’ treatment were 10.41% more likely to change the support arrangement than their 
counterparts who received the ‘satisfied client’ treatment.  
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These findings, to some extent, confirm that personal budget policies facilitate flexible choice 
opportunities and hence result in empowerment by exit (Means, Richards, and Smith 2008). 
However, the overall intention to change the support arrangement was moderate at best. Hence, our 
findings seem to concur with previous research conclusions that choice reforms in public service 
delivery might overestimate the responses of individuals to poor service (Jilke, Van Ryzin, and Van 
de Walle 2016). Secondly, respondents who could rely on a supportive network were 5.93% more 
likely to change care provision than their counterparts. We found no evidence for our hypothesis 
that professional assistance to change from the incumbent care provider would result in higher 
intentions to change. This suggests that personal budget policies could indeed entrench unequal 
outcomes between service users due to differences in their social capital (Turnpenny and Beadle-
Brown 2015; Malbon, Carey, and Meltzer 2019). The non-significant results for support by the 
provider contrast with our findings concerning support by the network. However, this could indicate 
that the role of the care provider is more ambiguous in a setting of client choice. While care providers 
can be an important source of information and support for clients and their network in navigating 
through the complex system of marketized care provision, they also, to some extent, have vested 
interest to retain clients (Baxter and Glendinning 2011; Laragy et al. 2015). Our findings suggest 
that not only support in itself but also the source of support an individual can rely on plays a role. 
Finally, PBC did not moderate the effect of dissatisfaction or support on the intentions to change. 
This could indicate that the personal network of an individual matters for the decision making in 
this context, regardless of how well equipped an individual feels to make a certain decision. This 
provides some quantitative evidence regarding the latter for the qualitative findings in previous 




6.3.RELEVANCE FOR PUBLIC ADMINISTRATION THEORY 
We started this dissertation by questioning the implications of personal budget policies for the role 
of government. By adopting ideas of personalization and by introducing personal budgets, modern 
welfare states worldwide show a certain degree of isomorphism (DiMaggio and Powell 1983). At 
the policy level, the introduction of personalization is often also based on the idea that it is a ‘better’ 
policy because it puts the client/citizen more often at the center of the care and support setting (NPG) 
and because, based on the principles of market forces, it is also supposed to be more cost-effective 
(NPM) (Duffy 2010; Leadbetter 2004).The roll-out of personalization and personal budget policies 
is often portrayed as a revolutionary transformation of care policy for people with disabilities 
(Timonen, Convery, and Cahill 2006). Our empirical studies show that the actual picture may be 
less clear-cut. Indeed, as formulated by Tøssebro: "It appears as if national government ideals 
evaporate on their way to implementation" (Tøssebro et al. 2012, 141). In the translation of the 
generic idea of personalization and of personal budgets as an instrument, we identified specific 
issues regarding implementation at various levels. Implementation is influenced by (1) the specific 
context and by (2) the policy design and its underlying values and (3) choice as an instrument for 
personalization. 
 
6.3.1. The impact of context 
Firstly, the ambition to introduce choice and to stimulate a care market is in practice thwarted by 
the historical institutional context in which care is organized. In other words, the concept of path 
dependence may offer relevant insights to contextualize the finding in this study that the introduction 
of personal budget schemes does not by definition result in a major upheaval in the choices that 
individuals can make in practice (Pierson 2000). For example, the longstanding tradition of a 
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generous support policy has had an impact on current policies in the Nordic context (see e.g. 
Brennan et al. 2018). The policy of recent decades has led to a significant growth in the number of 
people supported by a high number of hours of personal assistance. The reactions to this, the 
narrowing of the access to this form of support, has in turn consequences – as our study shows – for 
the choices within other forms of support and ultimately for the degree to which tailor-made care is 
realized.  
In addition, and at least as important, are the implications at the local implementation level. There 
too, a strong path dependency seems to play a role in decision making. Professionals often continue 
to do what they are 'used to doing'. This is remarkable, because our findings about resistance at the 
front-line echo observations in studies from the early years of personal budget policy in England 
(Glasby and Littlechild 2016). This may indicate that to achieve real change, legitimacy and support 
at the level responsible for implementation is a factor that requires intensive attention. Rather than 
a revolution, our international studies thus signal an incremental evolution of the policy (Lindblom 
1959). 
 
6.3.2. Policy design and its underlying values 
Secondly, as argued at the outset of this dissertation, the rationales for the roll-out of personal 
budgets to some extent align with NPM ideas, as they are assumed to promote cost-effectiveness 
(Hood 1991), introduce competition into social service delivery (Le Grand 1997) and put a strong 
emphasis on user choice (Hood 1991; Netten et al. 2012). At the same time, strategies for the 
organization of care have shifted to regulation, decentralization and privatization (Brodkin 2007). 
By scrutinizing the actual implementation of personal budget policies, we go beyond discussions of 
personalization as a storyline and contested concept (Needham 2011b). This dissertation shows that 
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a government has many valid reasons to intervene in a ‘market’ of care. Besides the classical 
economic arguments, such as market failure or externalities, social policy and its key purpose of 
supporting people with care needs is also one of the core arguments (Baxter 2011; Stiglitz 1989). 
Our data and findings show that while personal budget policies are often depicted as the introduction 
of ‘a market of care’, this idea needs to be nuanced. 
Chapters two and five indicate that choices in practice are not possible for all people eligible for 
care and support. They show how a NPM perspective with a focus on individual choice can 
potentially reduce equity for clients (Carey et al. 2017). Moreover, our data suggest that 
implementation reduces the opportunities for frontline professionals to play their role as ‘social 
workers’, as the design encourages them to focus on technical aspects of budget allocations. Other 
scholars have reflected upon the detrimental effects of increased bureaucracy on user choice and 
self-directed support (Slasberg, Beresford, and Schofield 2013). Our findings show how 
responsiveness of personal budget policies to individual choices is rather limited in practice. Our 
studies indicate that advantages of personalization policies may to a large extent be limited to a 
group of people ‘able’ to make choices.  Importantly, our empirical data also illustrate how quasi-
markets of care do not always foster choice, e.g., in the Scandinavian context. Too narrow a focus 
on providing opportunities to choose ‘between’ different options may reduce the level of choice and 
autonomy people with a disability have ‘within’ their current care arrangements. 
Furthermore, our data suggests that the NPG perspective is less pronounced in practice than in 
rhetoric. While new initiatives involving co-production or co-creation emerged in the different 
personalized policies, the genuine levels of creativity and flexibility tended to be quite limited. The 
opportunities for participants to receive integrated solutions based on personal budget policies were 
often limited due to high levels of administrative burden perceived by both clients and professionals. 
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Moreover, many personalized schemes had significant barriers between different policy domains, 
which hampered a genuinely integrated approach to the individual’s needs.  
This dissertation contains a number of tentative elements that aim to transcend the classic debate 
between neoliberal and social justice approaches (see e.g. Mladenov, Owens, and Cribb 2015). Our 
research shows that processes are strongly developed with a perspective on individual level 
outcomes, with the risk that, on an aggregate level, certain groups are excluded. After all, the public 
interest is not simply the sum of all individual interests. In this respect, we argue that a public value 
theory lens may offer a relevant perspective for the role of government in personalized disability 
policies. While autonomy and the right to self-determination, along with cost-efficiency, are clearly 
central to contemporary personalization schemes, we argue that in addition to these core values, 
policymakers and practitioners must also explicitly include other relevant social policy values 
(Moore 1995; Benington and Moore 2010).  
A ‘public value’ approach to public administration and management has recently gained 
considerable interest (O’Flynn 2007). In this context, Moore has introduced a strategic triangle, 
stressing the importance of aligning (1) public value outcomes, with (2) operational capacity and 
(3) legitimacy and support (M. H. Moore 1995). Moore emphasizes the importance of public values. 
From this point of view, public values would form the framework against which the implementation 
of the policy could be assessed. In the context of personalization policy, this means that it is 
important for the central government to make sufficiently explicit what the intended values of the 
policy are. If not, our findings in different contexts show that there is a risk that market-oriented 
NPM values will prevail in practice to the detriment of other valuable outcomes such as social justice 
or quality of care. Hence, we argue that explicitly formulating values pursued by personal budget 
policies is a crucial task for government. In its absence, PB policies seem to result mainly in a rather 
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narrow focus on individual choice, as a result of which public values such as social justice and 
service quality (on an aggregate level) risk disappearing out of sight. In terms of discretion, there 
appears to be a discrepancy in the findings of this dissertation. On the one hand, we argue for 
professional discretion to provide access to the most vulnerable applicants; on the other, there is a 
need to be aware of the effects discretion has on access and outcomes of personal budget policies. 
Explicit values to guide policy design (including procedures) and values that provide a framework 
for frontline professionals could be one way to resolve this tension. 
Moore also argues that these values should be aligned with operational capacity. This refers to the 
extent to which procedures or programs succeed in creating these public values. Our findings 
indicate that practitioners experience difficulties in realizing the stated goals of customized care and 
choice. Often, expertise, capacity or the procedures that surround them seem insufficient. In concrete 
terms, in our research context this implies that implementation of the policy should not only 
prioritize self-determination but also pay due attention to how processes and policy practice can be 
adapted to vulnerable users in the system. Several findings in this dissertation indicate that 
operational capacity is not always aligned with the underlying values. In the policy documents on 
the Flemish personal budget scheme, for example, it is explicitly put forward as a key objective 
(Beke 2019); however, the operational translation has some flaws. Frequently, the focus of 
procedures is limited to realizing choice of care provision or providing access to a budget, which 
limits the ability of practitioners to take other public values into account in the implementation. In 
other words, the central government has an important role in designing processes for delivering 
personalized care in such a way that it enables professionals to pursue other core values of the policy 
in addition to cost efficiency.  
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Finally, public value theory also emphasizes the importance of legitimacy and support. Earlier 
research reflected upon the ambiguity of the concept of personalization and the various 
interpretations underlying personal budget policies (Needham 2011). To successfully implement 
this policy, it is important that there are sufficient levels of support for its intended value outcomes. 
Our findings show that if implementation is too narrowly focused on cost efficiency, the value of 
personal budget policies for the service user is limited in practice. It is therefore important to have 
political support for underlying values, such as social justice or quality of service. It is equally 
important that there is sufficient legitimacy and support at the level where the policy is implemented 
in practice. Personal budget policy places frontline workers in a complex position. They must 
translate the often 'ambiguous' idea into practice and at the same time act as gatekeepers in the 
system. Our studies show that even in countries with a long tradition of personal budget policy, this 
is a difficult task. Clear public values to be pursued and sufficient legitimacy could offer 
practitioners a better framework for the difficult (sometimes risky) choices they have to make in 
individual cases. 
 
6.3.3. Choice as a tool 
Finally, choice often proves difficult to operationalize at the implementation level. As our findings 
indicate, the actual choice individuals and their network can be expected to have depends in practice 
on their individual context, e.g. social capital (Burke et al. 2019), and on the way in which the care 
market is shaped by policy choices (see e.g. Needham et al. 2018). Securing this choice for the most 
vulnerable users in the system can prove to be even more complex (Devine et al. 2019; Jilke 2015). 
This provides real challenges for the theory behind NPM that by emphasizing citizen-consumer 
sovereignty, better outputs will be produced (Aberbach and Christensen 2005). Based on these 
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insights, our findings provide a number of steppingstones for policymakers and practitioners to 
focus on in playing their role as guardians of the right to care and support in a personalized disability 
policy context. 
 
6.4. IMPLICATIONS FOR POLICY AND PRACTICE 
Based on four empirical chapters, this dissertation provides some relevant points for practitioners 
on three levels, in line with our three research questions: (a) the provision of access to care and 
support, (b) the organization of the care market and (c) choice as a mechanism in a context of 
personal budget schemes.  
 
6.4.1. The provision of access to care and support 
Our findings show that the realization of the ideas associated with the introduction of personal 
budget policy in practice depends on an interplay of various factors at the implementation level. 
One of the consequences is that the progress made in implementing these policies is often rather 
piecemeal. A first key recommendation based on our findings is, therefore, that it is important for a 
central government rolling out a personal budget scheme not to expect a revolutionary change, but 
to be aware that a range of factors need to be addressed step by step to enable successful 
implementation in practice. The diversity of the factors we identified shows that government, both 
regulatory and implementing entities, must shape numerous preconditions if policy is to be effective. 
In addition to guaranteeing sufficient financial capacity for the implementation, this includes 
harmonizing legal frameworks and procedures, reducing administrative complexity for care seekers 
and fostering rule transparency and information. Moreover, explicit attention must be paid to the 
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way in which, at the implementation level, an interpretation and translation is made of policy 
formulated at the national level. 
Secondly, we found that the design and processes for the assessment and allocation of personal 
budgets do not sufficiently meet the needs of highly vulnerable groups of users, resulting in 
suboptimal access to care. A disaggregated and standardized process may offer opportunities to 
‘objectify’ access to personal budgets, but this argument does not hold for this very vulnerable 
group. Consequently, when developing processes for access to personal budgets, it is important that 
policymakers adapt their design so that it not only serves the ‘average clients’ but also helps to 
achieve the goal of supporting the most vulnerable users (e.g. Roulstone and Morgan 2009). Our 
findings provide some starting points for this,14 including a shorter procedure to allow professionals 
to tackle urgent issues, allowing professionals to provide intensive guidance and support throughout 
the process of assessment and allocation, and improving communication and information processes. 
The general lesson for professionals and policymakers is that personalized care and support for all, 
including the most vulnerable, can only succeed if access to and assessment and allocation of 
personal care budgets are personalized as well. Hence, these findings are a plea for a re-
differentiation of social policy in the context of personal budgets in order to be able to address the 
needs of different client groups in an meaningful way. 
 
6.4.2. The organization of the care market 
The implementation of personalized policies goes hand in hand with an increased focus on 
deinstitutionalization and decentralized implementation. As for deinstitutionalization, our findings 
 
14 Findings of this study have been used to amend the existing procedures and processes in practice. 
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indicate that too much focus on the marketization of care can lead to a highly standardized care 
provision at the cost of the quality of care. Hence, deinstitutionalization understood as a partial 
marketization of care does not necessarily provide users with more tailor-made care as a result, and 
policymakers should be cautious when using market mechanisms such as tendering processes to 
organize care and support. Secondly, our findings indicate that while small-scale living units can be 
valuable for people with a disability, they do not automatically result in greater autonomy, control 
and choice opportunities. In addition to a focus on housing, it is necessary to stimulate a culture 
(within the four walls of the care facility) in which the personal choice of the user is respected as 
much as possible. This can be done by informing people about their rights and options, but also by 
setting quality standards for staff working in the various settings.  
With regard to decentralized implementation, our findings point to the substantial impact of the local 
financial context. One consequence of differences in financial capacity at the level of 
implementation is that the available discretionary space, which is inextricably linked to 
decentralization, is often used for cost control rather than quality of support or for the benefit of 
inclusion in society. In addition, if care and support is to be decentralized, it must be done in a 
context of sufficient local capacity, including expertise and adequate staffing. Moreover, while 
municipalities have discretion in implementing a diverse range of support forms and choices, it turns 
out that in practice there is often little diversity. An important lesson for policymakers at the central 
level here is that they must take on an important role in monitoring and encouraging diversity in the 
care market and not only in addressing market gaps. In short, the lessons in this study are a plea for 
a purposeful evolution rather than a revolution in support policies. 
 
6.4.3. Choice as a mechanism in a context of personal budget schemes 
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Last but not least, this dissertation also provides some relevant insights about the assumption that 
introducing ‘choice’ will function as a mechanism for improving service quality, by creating market 
pressures through individual purchasing decisions. While we must acknowledge that we measured 
choice intentions in an experimental context, our findings have some relevance for practice. Our 
results indicate that dissatisfaction among care recipients can indeed be a trigger for changing care 
arrangements. This is positive, because the literature indicates that the ‘threat’ of exit can already 
be a good mechanism for triggering responsiveness on the supply-side (e.g. Dowding et al. 2000). 
However, at the same time our results also indicate that we can expect the degree to which people 
are supported by a network to play a role in that choice. This indicates that the policymakers should 
not simply rely on the mechanism of choice if the objective is to guarantee flexibility for the users 
in the system (c.f. Devine et al. 2019). The chances are that people with more social capital will be 
better off in this system than people who can only rely on professional support to tailor their care. 
The use of peer support or initiatives to strengthen the social network could be a means to this end. 
Equally, follow-ups of client satisfaction and preferences could be relevant tools. In addition, our 
results also indicate that when people, because of their intellectual disability, rely on third parties to 
help them make some important choices, these choices are not necessarily in line with their personal 
preferences. Therefore, the use of tools that facilitate supported decision making can also be 
beneficial for persons with intellectual disabilities themselves. With regard to the care provision, 
this implies that in addition to the allocation mechanism of choice, the government must also make 
extra efforts to monitor and guarantee the quality of care and support. In this way, the government 
not only fulfils its role as guardian of the right to choose, but also as guardian of the right to good 




6.5. CONCLUDING THOUGHTS 
In many countries, personalization and personal budget schemes have been regarded as a panacea 
for solving all the deficiencies of the preceding disability policy (Carey et al. 2018). This dissertation 
adds to the contemporary debate, as we find that, if these schemes are to be effective as a means of 
providing personalized care and support to all eligible people with a disability, there are some 
important prerequisites. First, it is imperative that the process of assessment and allocation is 
accessible for all eligible applicants, including the most vulnerable people. Secondly, the 
organization of a care market requires careful attention and should not only focus on ‘bricks’ but 
also on people. Thirdly, individual choice can be a mechanism for moving the policy forward; 
however, policymakers should be aware that their task far exceeds the rolling-out of a care market 
if they want to improve the outcomes for individual service users.  
Hence, considering the nuanced picture of the role of government in these schemes we concur that 
personalization can indeed be more than the same meat, just different gravy (e.g. Pearson and 
Watson 2018), if the government takes up its crucial roles in providing the framework conditions 
for people with a disability and the landscape of care provision. 
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